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THE EMPLOYMENT OF SULPHIDE DEPILATORIES AND OF 
CARGILE MEMBRANE IN RAILROAD SURGERY. 


BY ROBERT T. MORRIS, M. D., NEW YORK CITY. 
Professor of Surgery in the New York Post-Graduate Medical School. 


Two of our very new resources are of special value in meet- 
ing some of the conditions that are common in railroad surgery. 


I. DEPILATORIES. 


When we have a lacerated and contused wound, filled with 
dirt, and with dried blood clinging to the hairs, it is a difficult 
and complicated matter to make the area fairly aseptic. We 
can avoid all of the shaving and scrubbing and washing with 
antiseptic solutions, and can have the skin aseptic and free from 
hair in five minutes by employing one of the germicidal sulphide 
depilatories. I have experimented with a number of these, and 
find two of the commercial preparations that are satisfactory. 
These are “Foral” and “Sulphur Starch.” According to an 
analysis which was made for me, “oral” consists of sulphides 
and oxides of calcium and zinc, in about equal proportions, mixt 
with a dry starch medium. The American agents write me 
that it contains sulphide of strontium, but this must be an addi- 
tion since my analysis was made. 


To use this, the dry powder is mixt with water to make a 
thin paste, and this is spread over the area to be freed from 
hair. In about five minutes the paste is wiped off with a hand- 
ful of dry, sterile gauze, taking the hair and dirt with it cleanly, 
and any remaining paste is flusht off with sterile water. 


“Sulphur starch” consists of sulphides of calcium, sodium, 
magnesium, barium and zinc, in a semifluid starch medium, and 
is all ready for immediate application. This is something of a 
convenience; and, besides, the sulphur starch is the cheaper 
preparation of the two. 

When the depilatory has been wiped away from the skin 
after about five minutes’ application, the melted hair and super- 
ficial loose epithelium come away, together with any dirt that 
lies within the area acted upon. The skin is then as sterile, ap- 
parently, as it would have been after the elaborate and prolonged 
methods of preparation, and we have entirely avoided the dis- 
turbance caused by shaving. The time-saving element in itself 
is of consequence; I have taken the hair from an entire leg in 
less time than it would have taken to shave a tenth part of it, 
to say nothing of the fact that the leg was all ready for operation 
without further antiseptic preparation. We can plaster the de- 
pilatories evenly over the skin without regard for their entrance 
into the open wound, as the germicidal influence of the sulphides 
will counterbalance any irritating effect. 

The manufacturers of depilatories advertise them as “harm- 
less.” This is not true. They are about as capable of harmful 
influence as are carbolic acid and bichloride of mercury, and need 
to be used with as much care as we employ with these two 
standard antiseptics. In removing the hair from the vulva, for 
instance, the mucous membranes of the labia are sometimes 
irritated by the depilatories, unless we first brush the mucous 
membranes with a little sterile oil for protection before plaster- 
ing the whole vulva with the paste. On the skin of some 
patients the depilatories have the effect of taking off small 
superficial patches of epithelium, so that one will often need to 
brush these spots with sterilized oil. Nurses are apt to dislike 
the staining of the nails from the action of the sulphides, when 
preparing a patient for operation, but the nails are readily pol- 
isht with sapolio; or one can with a little care avoid staining 
the finger nails. 

On the whole, however, the use of germicidal depilatories in 
such an advance over the older methods of preparation of the 
skin of the patient that I believe it to be the coming method, 


.and my nurses and assistants would not like to go back to the 


troublesome methods that are as yet in common employment. 
After the use of the two depilatories mentioned, the hair grows 
out again as after ordinary shaving, but it is nevertheless an ad- 
vantage to remove the hair from parts of the skin to which ad- 
sive plasters are to be applied, because the new hair will still 
be so short when the plasters are removed that the patient will 
avoid the painful pulling that would otherwise occur. 


II. CARGILE MEMBRANE. 


Dr. F. Baum was apparently the first physician to experi- 
ment with sterilized peritoneum as a protective covering for per- 
itoneal adhesions, and to publish a report upon his work, but Dr. 
Charles Cargile was the first to induce manufacturers to put 
upon the market a prepared peritoneum, and it goes by his name. 
While originally intended for use in preventing the formation of 
peritoneal adhesions, the sterilized peritoneum has been found to 
make what seems to be the best protective covering for wounds 
that we have at our disposal. It is bland and unirritating to the 
tissues. It allows moisture to escape into overlying dressings, 
and it does not entangle new epithelium cells, like gauze or cot- 
ton, or allow the tissués to remain bathed in a culture-medium 
like gutta-percha tissue. A sheet of the Cargile membrane placed 
upon an open wound fits as snugly as new skin, protecting the 
wound from the air, and allowing us to change dressings without 
causing the patient pain. It is particularly of value in burns 
of the second degree, and practically comes pretty near to replac- 
ing the cuticle at once if we use antiseptic methods for prepar- 
ing the injured surface before applying the membrane. Exuber- 
ant granulation and tedious cicatrization are avoided largely by 
the use of the membrane, and its employment is such a refine- 
ment in method in our work, that it is a perennial source of de- 
light to surgeons who like to do neat and pretty things. 


DELAYED UNION IN FRACTURES.* 


BY C. M. LUTTERLOH, M. D., JONESBORO, ARK., 
Surgeon to the ‘St. Louis and San Francisco Railway. 


In reporting two cases of ununited fracture, I do not hope to 
bring out anything new, but merely to again direct attention to 
the difficulties the surgeon often has to encounter. 

Union is often delayed longer than usual—from various 
causes, and yet ultimate union be secured. <A question of impor- 
tance, then, is: When does “delayed union” cease to be such? 
In other words: When shall a fracture which has failed to heal 
be regarded as an “ununited fracture?’ In most works on sur- 
gery there is no definite statement on this question; and among 
my fellow-practitioners the time limit varies from six months 
to one year. 

As to the causes, the chief ones are (1) imperfect apposition; 
(2) imperfect fixation—especially failure to perfectly immobilize 
the joint next above the fracture; (3) interposition of foreign 
bodies—as the aponeurosis in fracture of the patella, the per- 
iosteum, perhaps even of merely large blood clots, ete.; (4) general 
disturbances, such as syphilis, tuberculosis, fevers, ete.; (5) faulty 
formation of callus; (6) insufficient skin covering. 

There are three sources from which callus may be developt: 
(1) the medullary canal, (2) the ends of the fragments, and (3) 
the periosteum—Nature’s splint. We then have failure to form 
callus dependent upon either scarcity of osteoblasts or defective 
cell-proliferation, on the one hand; and imperfect location of the 
callus on the other. The one Nature’s fault—the other the sur- 
geon's. 

CASE I. Patient was a boy 15 years of age who suffered 
from a compound fracture of the femur. There was great in- 
jury of the soft tissues for fully eight inches; the periosteum 
was denuded two and a half inches above and two inches below 
the point of fracture. After as thoro cleansing as possible ex- 
amination showed a serrated fracture of the femur. After three 
unsuccessful attempts at reduction of the fracture, the greater 
part of the wound was sewed up—without apposition of the 
bony fragments. It was not possible, either, to give the parts as 
good support as could be desired, 

As good bony union could not be anticipated under such con- 
ditions from the usual methods of treatment, the bone was wired. 
It was four months before there was any attempt at bony union! 

During this time the patient suffered from a continued ma- 
larial fever of pronounced type, the wound suppurated and there 
was no bony healing. It is my opinion that the malarial fever 
had much to do with the failure to secure early union. It was 
only when winter came and the malarial poison could be entirely 
eliminated that satisfactory results were obtained. 

CASE II. This patient had a compound fracture of both 


*Abstract of paper read before the Arkansas State Medical Society. 
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tibia and fibula at the junction of the lower and middle thirds. 
The accident occurred Aug. 7, 1902. It was more than three 
months before there was any evidence of callus-formation, altho 
there was no suppuration—but, three slivers of bone were finally 
removed. All this time he suffered from well markt malarial 
fever, which he had contracted in the swamps. 

During the fourth month there was slight callus formed and 
weak union resulted. The perambulatory method of treatment 
was then adopted, with the bone thoroly well immobilized. As 
a.result of the irritation thus set up, healing apparently pro- 
gresst satisfactorily and the dressing was finally removed some 
weeks ago. Yesterday he returned to the hospital and it was 
found that not only had a somewhat bad bending occurred at the 
site of fracture, giving an unsatisfactory amount of deformity, 
but there is evidence of some slight mobility! 

Now it is my opinion that no surgeon should be blamed for a 
result like this—certainly everything was done which could have 
been done to secure immediate union—excepting, perhaps, wiring 
at time of injury, which is a bold thing to suggest outside great 
hospitals in a case apparently so simple as this; it seemed to be 
one of the cases in which we are told to use simplicity with care. 

Just now. the question arises: What is the best plan of 
treatment? 

Shall we cut down on the fracture, saw off the ends and 
wire them? If so, with what probability of success? . 

Shall we put him on a well-fitting orthopedic or ambulatory 
splint and wait longer for Nature to accomplish the cure? If 
so, with what prospect of a favorable result? 

Shall we, without incising the skin, introduce a strong 
needle, after the manner of the old-fashioned Brainerd’s drills, 
and “stir up things” at the site of non-union, and then treat as 
a simple fracture? If so, shall we secure a good result? 

Or shall we open the wound widely, remove all the callus, 
freshen the ends of the bone, pack gauze around the bone and 
allow the wound to heal by granulation, under the strictest anti- 
septic precautions? If so, what are the prospects of cure? 

All of these questions come up in every ununited fracture 
which comes for treatment. To them must also be added: Is 
plaster of Paris a suitable splint-material for such cases, or 
for any compound fracture? It is a question in my mind 
whether plaster of Paris is conducive to bony union in such 
eases. It is well known that it excludes both air and sunlight, 
each of which may assist in the formation of new bone cells, as 
‘well as checking the development of septic micro-organisms 
which so retard healing. 


FRACTURES INTO OR ABOUT THE ELBOW JOINT.* 


BY J. HENRY BARBAT, Pu. G., M. D:, SAN FRANCISCO, CALIF., 
Instructor in Surgery in the University of California. 


Fractures involving the elbow joint, if not properly treated, 
will often result in impairment of function, amounting in some 
cases to complete ankylosis, and when we consider that even 
slight limitation of the movements of this joint may incapacitate 
an individual from following the occupation of his choice, it be- 
hooves us to not neglect even apparently trivial injuries of this 
oint. 

o Motion is limited by either a malposition of the fragments, 
the overproduction of callus or the interposition of bone frag- 
ments in the joint cavity. The overproduction of callus is some- 
times difficult to avoid; but unless the bone be comminuted we 
can maintain the proper relation of fragments ‘by either nails, 
wire, staples or plates; and any piece of bone which finds its 
way into the joint cavity should be removed. Opening of the 
joint is fraught with much less danger, so far as the subsequent 
motion is concerned, than leaving the fragments in faulty posi- 
tions or loose pieces of bone in the cavity. 

3 Before discussing the diagnosis of elbow-joint injuries I will 
briefly recall the anatomy of these parts, because without this 
knowledge we are absolutely unable to correct intelligently any 
of the various injuries which might befall this joint.- 

Entering into the formation of the elbow are the trochlear 
surface of the humerus, received into the greater sigmoid cavity 
of the ulna—permitting free flexion and extension; the lesser (or 
radial) head of the humerus, which articulates with the cup- 
shaped depression on the head of the radius; the circumference 
of the head of the radius articulates with the lesser sigmoid 
eavity of the clna, allowing of the movements of pronation and 
supination. The articular surfaces are covered with a thin layer 
of cartilage and held together by means of a capsular ligament, 
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which is thicker on the sides than in front or back. The joint 
is lined with a synovial membrane, which is attacht to the inner 
surface of the capsular ligament and reflected on the articulating 
surfaces of the bones, lining the olecranon and coronoid fossae, 
and being continuous with the synovial membrane lining the su- 
perior radioulnar articulation. On each side of the lower end 
of the humerus is found a prominence, the external and internal 
condyle, the internal being much larger than the external, and 
therefore more liable to injury. The articular surface of the 
humerus is divided by a ridge into two parts, the internal ex- 
tending lower than the external and known as “the trochlea” 
articulating with the greater sigmoid cavity. The outer part is 
called the radial head or capitellum and articulates with the 
upper end of the radius. The fact that the trochlea projects be- 
low the capitellum produces what is known as the carrying angle 
of the elbow, so that when the arm hangs naturally with the 
palm forward, there is an angle of ten degrees at the elbow, en- 
abling one to carry a bucket and at the same time rest the elbow 
on the trunk. Above the trochlea in front is a depression, the 
coronoid fossa into which fits the coronoid process of the ulna, 
the olecranon being received into the olecranon fossa just above 
the trochlea behind. The upper end of the ulna presents two 
processes and two cavities, the olecranon process is a thick 
eurved piece of bone which is continuous with the posterior 
border of the ulna and gives attachment to the triceps muscle 
and the posterior portion of the capsular ligament of. the joint: 
the coronoid process projects horizontally forward from the upper 
and front part of the ulna, giving attachment at its base to the 
brachialis anticus and the anterior portion of the capsular liga- 
ment. The greater sigmoid is formed by the olecranon and 
coronoid processes; the lesser sigmoid cavity is a narrow depres- 
sion in the outer side of the coronoid process which articulates 
with the side of the head of the radius. The upper extremity 
of the radius is called the head and presents a shallow depression 
on top; the circumference of the head is round and smooth and 
rotates in the lesser sigmoid cavity, being held in place by the 
orbicular ligament. 

A knowledge of the development of the ends of these bones 
is of great importance in the treatment of fractures in children, 
and the text-books give only a general idea of the time and 
manner of development. I have taken a large number of skia- 
graphs of elbows of children, the ages varying from 1 to 15 
years, and I find that the beginning of ossification in the various 
centers depends, not only on the age, but on the general develop- 
ment of the child. In some cases a center of ossification would 
show three years in advance of the text-book time, and in others 
would be later. It was noticed, however, that, as a rule, the 
x-ray showed the ossific center at least one year sooner than 
the books would lead us to expect. 

The diagnosis of fractures of the elbow joint can not be 
accurately made without the x-ray. I do not mean to be under- 
stood that the x-ray takes the place of palpation or that a correct 
diagnosis can be made by anyone by simply looking at a skia- 
graph of an injured joint; but I do say that, without one or 
more well-made skiagraphs taken in the proper planes, no sur- 
geon can venture to make an accurate diagnosis of fractures in- 
volving the elbow joint. 

In fractures of the shafts of long bones we often get func- 
tionally good results, even when the fragments have not been 
accurately adjusted, but in fractures involving the joints, and 
especially the elbow joint, we can not expect any such results, 
and we must see that all the broken parts are placed in their 
normal positions and retained there until union has taken place. 
Therefore, after adjustment, it is well to examine the joint thru 
the fluoroscope; or, better, get a radiograph made showing the 
exact condition. : 

To obtain skiagraphs which will show accurately the injury 
to an elbow, we should. place the arm with the two condyles of 
the humerus on the same plane as the plate, and the forearm 
extended as far as it will go. This will show any fracture of the 
lower end of the humerus, or of the condyles, but will not give 
an accurate idea of the direction of oblique fractures which run 
in an antero-posterior direction. It will therefore Be necessary 
to take another skiagraph, with the plane of the condyles at right 
angles to the plate, and the forearm flext at almost a right angle 
and the hand pronated. It may be impossible in some varieties 
of injuries to get the arm in these positions, but we should strive 
to come as closely. as possible, because if we habituate our- 
selves to certain positions and relations we can with greater 
ease detect any deviation from the normal; and right here let 
me remark that no one is capable of interpreting a skiagraph 
of an injured bone or joint who has not made a study of the 
skiagraph of bones and joints which are known to be normal. 

In diagnosing elbow injuries in children under 18 years of 
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age it is absolutely necessary to take pictures of the sound as 
well as the affected side, on account of the fact that the epiphyses 
are either entirely cartilaginous or not yet united to the shaft of 
the bone. It may be difficult to tell whether there has been a 
dislocation of one of the epiphyses by either palpation or x-ray if 
there is no deformity; but by comparing the skiagraphs of the 
two sides the slightest abnormality can be detected, and I find 
it better in all cases to keep the arm splinted for at least two 
weeks when the child complains of pain or shows a disinclina- 
tion to use the arm. 

Fractures of the olecranon are best treated by driving a long 
wire nail thru the tip of the process down into the shaft of the 
bone; this may be done without cutting if the fragment can be 
properly adjusted and there is no blood between the pieces, 
otherwise it is better to cut the skin and clean out the blood first. 

Broken-off condyles are best retained in position by means 
of steel staples, one prong of which is driven into the shaft of the 
bone and the other prong into the fragment. In using staples or 
nails which have to enter the compact tissue of the bone it is 
necessary to drill holes before driving them in, being careful 
that the holes are just small enough to hold the nail or staple 
tightly. In cancellous bone nails may be driven in without 
drilling. 

In conclusion I beg to advise: First make the diagnosis, 
then adjust the fragments, and if a splint will not retain them 
in proper position, make fixation as I have indicated, being par- 
ticularly careful as to asepsis, and results will be very much su- 
perior to those obtained by the expectant plan. 


ABDOMINAL INJURIES FROM CONTUSION. 


BY J. P. WEBSTER, M. D., CHICAGO, ILL., 


Chief Surgeon Chicago & Western Indiana Railway and the Belt Railway of 
Chicago; — to Chicago & Erie Railway; Surgeon to the Chi- 
cago, Indianapolis & Louisville Railway; Surgeon to Cook 
Count beoway nt Professor of Surgery Harvey Medical 
College, Chicago. Abdominaland Gynecological 


Surgeon to Englewood Union Hospital. 


Contusions to the abdominal parietes are not infrequent in 
railway surgery, but constitute a small proportion of those in- 
jured. 

Rupture of the spleen, kidney, bladder and liver, fracture of 
ribs along their costal margin, rupture of the intestine and often 
separation from its mesentery in one or more places are among 
the more grave injuries. 


RUPTURE OF MESENTERY. 


CASE I. Mr. G., aged 30, American, car inspector, was 
standing between two cars inspecting them. <A car was “kickt” 
against one of them—driving them together. The draw-bar slipt 
by. The greatest impact was in the right inguinal region. He 
walkt two blocks to the office and the patrol was sent for. 
When admitted to the hospital, he made but slight complaint. 
Pulse was 100, temperature 98°; passt urine freely. Slight dull- 
ness was found on percussion in lower right groin. Abdominal 
facies was markt. Some five hours after admission evidences of 
exsanguination were very markt. Pulse was 120 and very weak. 
The patient was very thirsty and restless. I saw him at 8 a. 
m, the next morning when pulse was 130 and temperature 98°, 
hands and arms cold; respiration 40. Abdomen was tense and 
dullness extended to umbilicus. Pain was severe. 


Diagnosis: Hemorrhage from rupture of blood vessels of 
the intestine or mesentary. The abdomen was opened, blood 
clots and free blood in large quantities escaped, and with it a 
coil of the ileum, almost black with complete separation of its 
mesentary, for a space of 8 to 10 inches. A resection was hastily 
made and the ends united with a Murphy button. The abdomen 
was washt out with normal salt solution, but on account of the 
desperate condition of the patient, all search for other lesions 
was abandoned. The cavity, left full of saline solution, was 
partly closed, and the patient put to bed and stimulated with 
atropine, strychnine and adrenaline chloride, (1-20,000 was given 
subcutaneously). He lived about 48 hours but only rallied 
slightly. 

Autopsy revealed two more separations of the mesentary 
from the intestine, one 2 inches, the other 4 inches in length. 
There was some free blood in the abdomen. 


It was easy to make a diagnosis in this case. Pain in lower 
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abdomen, dullness, rigidity of rectus and rapid pulse, all indi- 
cated rupture of blood vessel or vessels. 

Injuries to the liver with rupture into its capsule, are some- 
times met with. The following case of hemorrhage into the 
capsule of the liver is very interesting and instructive. 


HEPATIC HEMORRHAGE. 


CASE II. Mr. McC., switchman, aged 28, American, was 
caught between deadwood of one car and the end sill of the 
other, his body having a space of only six inches between dead- 
wood and sill. He was taken to the Englewood Union Hospital. 
Examination showed a bruise on the right costal region and an- 
other below scapula. Abdomen was board-like in rigidity, very 
tender, but with no dullness of abdomen. Pain very severe in 
right shoulder. Pule 58, temperature 98°, respiration 32. Ab- 
dominal facies was very markt and vomiting persistent. 

On the morning of the second day dullness extended as high 
as the fifth rib, and in the evening to the third. Change of po- 
sition made no difference in the line of dullness or but very 
slight. Some jaundice was now present; pulse 58. 

The morning of the fourth day dullness only extended to 
fourth rib, and in the evening only at fifth rib. Liver dullness 
was normal on the sixth day. 


-A diagnosis of hemorrhage into the capsule was made be- 
cause of: 


1. Severe contusion to liver. 

2. Rapid increase of dullness upward. 

8. Position did not change line of dullness, 

4. Rapid absorption. (If it had been pleuritic effusion, ab- 
sorption would not have taken place so rapidly.) 

Serious abdominal symptoms may appear some days after 
injury is received, as the following case will illustrate: 


LATE-APPEARING SYMPTOMS. 


CASE III. Mr. L., aged 50, switchman, fell from the top 
of a car striking on his hip and shoulder. Complained of pain 
in hip and ribs, but pulse and temperature were normal. About 
the sixth day he complained of pain in abdomen, which was 
distended and rigid. Temperature 99°. Vomiting set in during 
the night, becoming rapidly feculant, and hiccough becoming very 
troublesome. Face became drawn and anxious. All foods and 
liquids by mouth were withheld. Colonic flushings of salt solu- 
tion of magnesium sulphate and turpentine were given every 
three or four hours. Hypodermics of 1-50 grain of atropine 
sulphate were given also. The evening of the second day a 
small amount of gas passt with the colonic flushing. Vomiting 
lessened the fourth day and both vomiting and hiccough disap- 
peared the evening of the fourth day. The bowels also began 
to move very freely, the evening of the fourth day. ° 

The patient was now allowed some nourishment by the 
mouth for the first time. All abdominal symptoms now rapidly 
disappeared. 

These three cases are among the most interesting out of a 
large number of contusions of the abdomen. 

I can confirm the observations of Brewer of New York, “that 
the early symptoms present and to be relied on are pain, ten- 
derness and muscular rigidity. Of the three symptoms muscular 
rigidity is the most reliable.” In the absence of other diseased 
conditions spasm of one or more of the abdominal muscles, fol- 
lowing traumatism may be lookt upon as Nature’s effort to pro- 
tect an injured organ from further irritation.” 


PREVENTION AND CURE OF SHOCK. 


BY MARSHALL CLINTON, M. D., BUFFALO, N. Y., 


Attending Surgeon Sister’s Hospital and Erie County Hospital; Instructor 
in Surgery University of Buffalo; Surgeon Penn. R. R. Co., at Buffalo. 


There is a subject of great interest to surgeons doing rail- 
road work, and that is the prevention and cure for shock follow- 
ing crushing or amputation of the extremities. 

During the last year the writer has been able to apply the 
principle of blocking nerve impulses from severed nerve trunks 
to the cord by injecting cocaine into the nerves and to take the 
blood pressure readings with a sphygmonometer improvised after 
the Riva-Rocci instrument. 

Cocainizing nerve trunks is simple in application, as all it 
requires is a sterile syringe and a fresh solution of 2 to 4 per 
cent, and injecting a few drops into the nerve trunk. This 
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should be done preferably a minute before section or im-| the thigh, this procédure will appeal strongly, I am sure. 
mediately afterwards. This effectually blocks the sensory im- I submit herewith two charts showing the advantage to be 
pulses to the cord and as a result we do not have the usual | gained by this procedure. One is in a single amputation at lower 


ga @ eg 2: ¢ 


—. 


surgical shock seen after an amputation. To the men who have | third of the thigh for gangrene; the second a double amputation 
seen patients die rapidly after section thru the upper third of | in a woman, age 63, at the lower third of both legs. 
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TRAUMATIC GANGRENE OF THE EXTREMITIES.* 
BY VAN BUREN KNOTT, M. D., SIOUX CITY, IOWA. 


According to the text-books there is but one proper treat- 
ment of traumatic gangrene of the extremities: early amputa- 
tion well above the affected area. But in trying to follow this 
advice and yet save as much of the limb as possible we are too 
often disappointed by the continuation of the process after am- 
putation, and are compelled to reamputate much higher; in spite 
of which the patient often dies. 

Again, if the gangrenous process does rot involve the en- 
tire limb, the flaps frequently slough, necessitating another op- 
eration and the sacrifice of what is too often most valuable tissue 
so far as the future usefulness of the part is concerned. In still 
other cases I have been convinced by subsequent events that in 
my effort to get well above the disease I have sacrificed tissue 
which might have been saved; in other words, that I have am- 
putated at a point higher than necessary. The occurrence of 
any of these conditions contributes neither to the welfare of the 
patient nor to the peace of mind of the surgeon, and we are all 
anxious to avoid them as completely as possible. 

In searching for the probable cause of the unsatisfactory 
course pursued by many of these cases, I became convinced that 
it was the attempt to form flaps from tissue, the vitality of which 
is always seriously in question, and the further impairment of 
that vitality by two procedures necessary to this method of 
operation: First, the dissection of the flaps; second, the intro- 
duction of sutures. 

The dissection of the soft parts into suitable flaps necessarily 
interferes with its blood supply, which interference in the class 
of cases under consideration is often illy born and frequently 
resented by sloughing of the flaps or the rapid extension of the 
gangrenous process of the limb. 

The introduction of sutures at this time has two distinct 
disadvantages. The first is the retention within the wound of 
infectious elements which may have traveled up between the 
muscle planes, or along tendon sheaths to a higher point than we 
may believe probable. The second is the further interference 
with the flap nutrition by the suture tension, which cannot be 
entirely avoided, no matter how carefully they may be placed. 

Believing the statements above made to be true, and that 
the bearing of these facts upon the results secured in these cases 
was most important, I began about two years ago to treat all 
eases of traumatic gangrene of the extremities by the following 
method: 


On examining a limb affected by traumatic gangrene the 
surgeon should estimate as exactly as possible the line between 
the diseased and healthy soft parts, and having first, under an- 
esthesia, made a most careful and complete disinfection and 
cleansing of the skin, (puncturing all bullae and removing all 
discharges), envelop the gangrenous area in a sterile towel up to 
the line selected, and at this point make a circular amputation, 
cutting thru soft tissues and bone at the same level. He should 
then ligate carefully all bleeding points, including none of the 
perivascular tissue in the bite of either the forceps or the liga- 
ture. Then he must leave the wound absolutely open, not in- 
troducing a single suture, and apply moist dressings of gauze 
saturated with salt solution, these dressings to be changed from 
two to four times in twenty-four hours, as the circumstances of 
the particular case demand, 

After seven to ten days, if the wound is perfectly clean and 
the condition of the patient favorable, the classical circular am- 
putation may be made by dissecting up the flap already outlined 
and sawing the bone at the proper level. If for any reason 
the circular method may seem undesirable, any other procedure 
may be substituted, but in the class of cases under discussion a 
typical circular amputation will be found entirely satisfactory. 

I have employed this procedure four times, once in the upper 
third of the thigh, once in the middle third of the forearm, and 
twice in the upper third of the leg, with uniformly good results. 

The advantages of the method here advocated are: 

1. By it may we speedily and with the minimum of shock. 
remove from an enfeebled and exhausted patient, the source of 
infection, namely, the gangrenous tissue. 

2. We may frequently make the amputation at a lower point 
than would be possible by the old method, because soft tissues 
whose vascular connections are left’ undisturbed are less apt 
to slough. 


*Abstract of paper read before the Iowa State Association of Railway 
jurgeons. 


8. The freest possible drainage is provided for a sufficiently 
long time. : 

4. If the disease stops at the line first chosen, no neces- 
sary sacrifice of tissue has been made, as the flaps have been 
defined at the lowest limit of safety, and the bone would neces- 
sarily have-to be sawn at the same point as at the second 
operation. 

5. If the limits of the disease have not been placed suf- 
ficiently high, the same procedure may be repeated with less 
danger to the patient than a typical reamputation. 

6. Patients too weak and prosprated by sepsis to withstand 
a typical amputation may endure this much shorter procedure, 
and be built up during the interval before the second operation 
is necessary. 

I hope every railway surgeon. will try this method in the 
future management of these cases, that its value may be more 
fully and satisfactorily proven or disproven. 


_ COMPLICATIONS IN FRACTURES OF THE HIP.* 


BY JOHN E. OWENS, A. M., M. D., CHICAGO, ILL., 
Professor of Surgery in Northwestern University. 


There are various complications of much importance in frac- 
tures involving the hip-joint. 
Those intimately connected with the traumatism are con- 
tusions, sprains, laceration of tendons and ligaments and frac- 
tures involving other parts than the bones entering into the for- 
mation of the hip-joint itself. Injuries also of the upper por- 
tion of the thigh, whether of the shaft or soft parts, are impor- 
tant, because of the possibility of infection involving the hip 
joint. 
Under the head of remote complications may be mentioned: 
Pyemia, fracture of either ilium, ischium or pubis, secondary 
hemorrhage, gangrene, penetration of pelvic cavity, peritonitis, 
penetration of the abdomen, ligation of external iliac artery, 
involvement of bladder, ligation of femoral artery, erysipelas and 
tetanus. 
In the treatment of every fracture of an extremity the sur- 
geon is confronted by several important problems: Will the vas- 
cular supply to the proximal fragment be sufficient for purposes 
of repair? Will union or non-union be the final result? Will 
there be serious deformity? Will the neighboring joint be seri- 
ously cripple? All these, and others, become the more inter- 
esting when the hip is affected, especially in those in whom athe- 
romztous changes in the vessels are presumed to have taken 
place. 
A very important complication of fracture at the hip is in- 
version of the limb. Hamilton found two cases in 359 fractures. 
I have had two cases: One reported in the Chicago Medical Ex- 
aminer was a fracture so impacted as to hold the leg in » state 
of inversion; the other (Annals of Surgery, June, 1901,) was a 
fracture of the neck, and of the rim of the acetabalum, with 
subluxation of the head of the femur—which, under anesthesia, 
was rebroken and set with a slight eversion, so that the patient 
ean flex the knee to a right angle and walk fairly well with 
the aid of a cane. ; 

Bed-sores are apt to occur unless their prevention is faithful- 
ly sought. In cases where there is dribbling of the urine, the 
difficulties of prevention are greatly increast. 

Phosphaturia is a complication of a character to cause 
anxiety. Phosphoric acid has been found in the urine in such 
quantities as to suggest its origin in the decalcification of the 
bones, and where this is a markt feature, imperfect union or fail- 
ure of union might not unwisely be prognosticated. - 

Other remote conditions which play an important part, not 
only in the production of the fracture, but also in its repair, are: 
Paralysis, locomotor ataxia, diabetes, pregnancy and osteo- 
malacia. 

The loss of the vital powers in the aged and their inability 
to bear confinement in bed is a serious complication, and results 
in many fatalities, 

Fatty embolism, septicemia, delirium tremens and pneumonia 
are practically fatal complications, except pneumonia, from 
which a considerable number recover. Thrombophlebitis may be 
expected when there is injury to blood-vessels or sepsis, but with- 
out apparent injury phlebitis is exceedingly rare. A male, seven- 
ty-three years old, fairly healthy with the exception of arthero- 
matous arteries, sustained a fracture of the neck of the femur 
October 17, 1900. Extension was effected by the Hodgen modi- 


*Abstract of paper read before the Chicago Surgical Society. 


i 
er 
fi 
| 
| 
| 
| 
| 
| 
| 
| 
j 
| | 
| 
| 
| 
| 
} 
} j 
i 
| 
| 
| 
| 
j 
: “4 i 


184 


fied splint. The patient was kept in bed two months, there be- 
ing no complication except some eczema which necessitated the 
change of dressings and the later use of plaster of Paris, and 
later still, mole-skin plaster. When extension was removed De- 
cember 17, the condition of the leg and joints were satisfactory 
with less than an inch of shortening. By the use of massage 
and gradually increasing exercise, the patient could walk with 
erutches in a week. December 24 symptoms of plebitis appeared 
on the uninjured leg. The soreness extended over the femoral 
popliteal and tibial veins, with moderate induration, the maxi- 
mum temperature being 102.4 degrees. The phlebitis responded 
to treatment, and after the patient was again on his feet a few 
days, the injured leg was attackt in exactly a similar manner 
January 11, the result being some enlargement of the superficial 
veins. The patient in a few weeks was able to walk with the 
assistance of the nurse. 

In conclusion I cannot too strongly emphasize the value of 
the x-ray in enabling us to recognize some of the most important 
complications of fractures in the region of the hip. 


THE INDICATIONS FOR NEPHROPEXY. 


BY AUGUSTIN H. GOELET, M. D., NEW YORK, 
Professor of Gynecology in the New York Clinical School of Medicine; Gyne- 
cological Surgeon to the Metropolitan Hospital for Women and Children. 


While wandering kidney is most often met in a gynecological 
practice, it is by no means confined to the female sex; and as 
men engaged in the arduous work of “railroading” are peculiarly 
liable to displacement of the kidney—with all the nervous disturb- 
ances due thereto—perhaps the following thoughts may be of 
interest to the readers of the “Railroad Surgeon’s Number’ of 
the Journal. 

First, of all, I believe that the indication for fixation of the 
kidney is prolapse to the third degree or beyond; that is, when 
the whole organ is found prolapst below the last rib in front. 
I make this statement without qualification, except when there 
is absolute contraindication to operation. Even where there is 
apparent absence of symptoms of external evidence that the pro- 
lapse is causing disturbance, the contention holds good, because 
the kidney is necessarily crippled in consequence of the prolapse. 

I emply the word “prolapse” to designate those degrees of 
descent of the organ when the upper pole of the kidney can be 
palpated below the border of the last rib, in front. When only 
the lower pole can be felt, it is to be regarded simply as a ‘‘mova- 
ble kidney”—an exaggeration of the normal kidney movement, 
and not to be classt as a pathological condition, unless productive 
of undoubted, distinct symptoms. These latter are the cases 
that are benefited by belts or corsets. 

There are three principal indications to be found for fixing 
the kidney: 

1. The symptoms of inconvenience it produces. 

2. The influence it may exert in producing or maintaining 
disease (especially of the female pelvic organs.) 

8. Its influence in causing disease of the kidney itself. 

The symptoms produced by prolapse of the kidney appear 
to be viewed in different light by different observers and indiffer- 
ently by others. Tho they have been attributed by some to other 
causes which may co-exist, they are frequently relieved tempor- 
arily by artificial support of the kidney and permanently by fix- 
ing this organ, if the operation is resorted to early enough. 

The disturbance that may be produced by prolapse of the 
kidney depends much upon the condition and environment of the 
patient. If the health is already impaired, its influence is more 
pronounced and its evil effect is more noticeable. Then, again, 
if the patient is obliged to work hard (especially typified by the 
jolting of the locomotive, with the engineer), or to be much upon 
the feet, there will be much suffering—or at least inconvenience 
—from it. Again if the clothing must be worn tight at the waist 
(as with most women) there will be decided trouble; and even 
if the subject learn that the constriction causes the suffering and 
changes the clothing so as to relieve the pressure removal of this 
one source of irritation of a kidney that is prolapst, does not 
obviate it entirely, and in time if the condition is neglected the 
influence of the prolapse will be manifested in an unmistakable 
manner. 

Not only does prolapse of the kidney give rise to symptoms 
that are readily recognized by those who have given the subject 
careful attention, but it sometimes causes markt impairment 
of the health of the patient, and at times considerable loss of 
flesh. The most frequent and most distressing symptoms are 
those which point to derangement of the digestive apparatus and 
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of the genitourinary organs, with fatigue and general depression 
following exertion of any kind in the erect position. Tho the 
symptoms may not be always severe or unbearable, they fre- 
quently cause chronic invalidism, in which may be found suf- 
ficient indication for operation. 

There can be no good reason offered for delaying an opera- 
tion that involves no risk because the symptoms which the con- 
dition gives rise to are not unbearable, or until the health of the 
patient becomes so much impaired that recovery is doubtful or 
impossible. More serious operations are done every day for con- 
ditions in the pelvis which cause far less inconvenience than does 
prolapse of the kidney. 

In a paper presented at the last session of the American 
Medical Association in the Section on Diseases of Women, I 
pointed out that the prolapst kidney, by interfering with the re- 
turn circulation from the pelvis, may cause or maintain disease 
of the female pelvic organs. This is brought about chiefly by 
pressure of the prolapst kidney upon the ovarian vein in its 
eourse along the spine. When the kidney descends, its lower 
pole swings inward toward the spine and overlaps the ovarian 
vein and ureter. Thererore, when the abdomen is compresst by 
corsets or clothing at the waist, the kidney is forced backward 
and compresses the ovarian vein between it and the solid struc- 
ture of the back. Thus, during the greater part of the twenty- 
four hours when the patient is on her feet, the return circulation 
from the pelvis is interfered with and pelvic congestion is the 
result. The association of pelvic disease with prolapse of the 
kidney cannot be a coincidence, as has been contended by some 
who have opposed my views on this point, because, first, it is too 
frequent; second, the explanation of cause and effect is rational; 
and, third, these conditions in the pelvis are cured by fixing the 
kidneys in some instances in which measures directed only to 
the pelvic condition have previously failed. If the above premise 
is correct, the co-existence of pelvic disease may be considered a 
strong indication for fixing the kidney when it is prolapst. 

We come now to the third and most important indication for 
nephropexy, namely, the condition of the kidney itself produced 
by the prolapse. It will be admitted that we have in prolapse 
a condition which interferes with the function of the organ, pro- 
duces congestion, and frequently retards or obstructs the outflow 
of excreted urine—a condition which, if left uncorrected, must 
eventually lead to inflammation of the organ or degeneration of 
its structure. Henry Morris, in his work on “Surgical Diseases 
of the Kidney,” referring to the prognosis of movable kidney, 
says: “Besides the tendency for the kidney itself to undergo de- 
generative or inflammatory lesions. * * * Intermittent 
hydronephrosis due to repetitions of kinking or curvature of the 
ureter, intestinal obstruction due to compression of the bowel 
by the displaced kidney, and later a pyelonephritis and pyonephro- 
sis from septic infection of the dilated renal pelvis are complica- 
tions which are occasionally provoked by movable kidney.” 

Kidneys advanced to the third degree of prolapse are never 
in a normal condition—in my experience; important pathological 
changes result from the long-continued prolapse—hence the neces- 
sity for early fixation. After operation decided improvement in 
the condition of the kidney (as determined by careful, repeated 
urinalysis) will be noted. Ina recent series of ten cases, selected 
at random, in all but two was there markt irritation or inflamma- 
tion of the ureter, pelvis or kidney—all yielding to operative treat- 
ment. Every surgeon of much experience will agree now that 
the kidney is always in a crippled condition as a result of the 
prolapse; and I believe, therefore, we are not justified in disre- 
garding it or in delaying operation until the health of the patient 
becomes seriously impaired or the kidney is irreparably diseased 
and recovery doubtful, more especially as the operation involves 
no risk, and it is the only positive means of cure. 

It must be admitted that a kidney constantly irritated, or in 
a more or less constant state of congestion when the patient is 
about on his feet, is a crippled kidney, and that such irritation 
or congestion, if unrelieved, must lead to inflammation of the 
organ. It must also be admitted that the constant pressure from 
belts or corsets, however well-fitted and adjusted, must be a con- 
stant source of irritation to a kidney thus crippled. 

From my own observation I can quite agree with Henry 
Morris, who says: 

“Belts and bandages have no efficiency in nephroptosis un- 
complicated with enteroptosis, and when employed in cases of 
movable kidney they increase the pain and may otherwise do 
harm if not carefully and properly adjusted. Tho some patients 
are rendered more or less comfortable by them, they are not 
cured by these appliances. Moreover, pads and bandages are not 
free from the risk of doing more harm than good.” 

This is particularly true when the kidney has descended be- 
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low the border of the last rib—when its upper pole can be pal- 
pated below this point. Even the most carefully adjusted sup- 
port will provoke increast and undesirable (and often serious) 
irritation, owing to the pressure it must exert to furnish adequate 
support. 

. My contention then is that when the kidney is prolapst so 
that its upper pole may be palpated below the border of the last 
rib in front, it should be fixt without delay, mainly because the 
organ, one of the most essential to the human economy, is already 
in a crippled condition, owing to the prolapse, and that we are 
not justified in delaying operation until demanded either by 
markt impairment of the health of the patient or by serious 
disease of the kidney itself. Operation is demanded when the 
condition is discovered, and if it is done then we will save our 
patients much suffering and secure better results from the opera- 
tion. 

An analogy is to be found in appendicitis which at one time 
was considered operable only as a last resort, when there was 
nothing else to be done, but which now, thanks to the light of 
modern surgery, has been placed in the list of curable diseases 
by operation early resorted to. In consequence the mortality has 
been greatly reduced and thousands of lives are now saved every 
year which but a few years ago were lost thru ignorance and dis- 
trust of surgery. 

Let us not commit the same error with this condition of the 
kidney. It is too important an organ to be permitted to remain 
in a crippled condition when it can be restored to a state of 
health and usefulness by a simple operation that involves no risk. 

Let me enter,a strong plea here for more careful and more 
frequent microscopical investigation of the urine. To be satisfied 
with testing the urine for sugar and albumin is both unscientific 
and careless. To regard the detection of albumin necessary for 
the existence of a nephritis is a serious error, because the amount 
may be so minute as to make its detection uncertain or prac- 
tically impossible, or it may be absent, yet grave kidney lesions 
may exist (Heitzman). It is also a serious error to think the 
presence of casts in the urine the only microscopic evidence of 
nephritis (Heitzman). It is true that some of these patients with 
prolapse of the kidney apparently suffer little inconvenience 
therefrom; but, without careful microscopic examination of the 
urine, who can tell what is the condition of the kidney? The 
great risk is that it may progress to the danger point before it is 
detected, particularly if the medical adviser happens to be indif- 
ferent upon the subject. There can be no excuse for permitting 


po patient to live thus over a mine which may explode at any 
me. 


THE HAND IN RAILWAY SURGERY. 


BY C. C. GODSHAW, A. B., M. D., LOUISVILLE, KY. 


In railway work, as in factory service, the hand is most ex- 
posed to crushing injuries; and as it is one of the most important 
members of the human body, it is highly important in all injuries 
and wounds of the hand, whether caused by factory mishaps or 
otherwise, to always bear in mind two important factors—con- 
servatism and utility. The hand is the organ of prehension and 
touch, and it should be the aim of the surgeon, in all injuries in- 
volving the hand, to maintain its efficiency in both these respects, 
and especially where the fingers are injured, to preserve as far as 
possible, their flexion and extension. The thumb, especially, 
should be preserved at all hazard; even tho it be left incapable 
of motion, it will be a most useful opponent to the rest of the 
hand. Should it be found necessary to shorten it, care should 
be taken that as little curtailment as possible be practist; a por- 
tion of the phalanx or even its metacarpal bone is of essential 
utility in giving strength and breadth of grasp to the hand. By 
the adoption of strictest asepsis, as well as antisepsis, very much 
can be accomplisht. 

This subject is of especial interest to the “average doctor;” 
for in such accidents usually the company surgeon is not first 
sought, but the nearest physician; and if he improperly dress it 
or remove too much apparently hopeless tissue, irreparable dam- 
age may be done. 

For the treatment of such injuries every doctor—wherever 
he may be—should be always ready with an emergency satchel 
containing a minor operating case, aseptic bandages, gauzes, ab- 
sorbent cotton, needles, sutures, anesthetics, antiseptic tablets, 
and last, but not least in importance, Esmarch bandages, a clean, 
soft brush, and some liquid soap. First attention is the best, 
and the first surgical dressing, if properly applied, is the most 
important, and should not be disturbed for at least eight days, 


unless there be undue throbbing, unbearable pain, or indications 
of septic infection. 

In all injuries of the hand, whether trivial or severe, as in 
any surgical operation, it is a safe rule to watch the pulse care- 
fully and let the thermometer be the guide for subsequent treat- 
ment. We all know that it is by strictly following the most 
rigid asepticism that the brilliant results of the abdominal sur- 
geon have been accomplisht. Antisepsis, asepsis, and surgical 
aseptic technic are clinical facts, and the conscientious doctor of 
to-day is alive to these truths and carries them into practice. 
The day is passt for carelessness, ignorance, and indifference 
in the treatment of wounds. Why draw the line of demarcation 
between hand injuries of factory employes in machine shops, 
or railway employes, and those aseptic methods so carefully used 
in abdominal surgery and capital operations? : 

The surgical treatment of all injuries involving the hand 
must of necessity depend upon the nature, extent, and severity . 
of the injury sustained. But it should ever be remembered that 
in addition to the practice of the strictest antisepsis to get the 
best results obtainable, whether it be a slight injury of the ungual 
extremity or a complete laceration and contusion of the whole 
hand, the doctor must know the anatomy of the hand and be 
ready for every emergency. “Amputate as a dernier ressort,” is 
a good rule to follow. It is well to give Nature a chance to show 
what she can do by saving all one can at the first dressing. Of 
course, good judgment and experience are very valuable, because 
every injury of the hand must, so to speak, be individualized, as 
we invariably find these injuries to differ in nature, extent, and 
severity. 

When a surgeon intends to do a major operation the patient 
usually undergoes preparatory treatment, and the operator, sur- 
rounded by the most aseptic conditions and aided by able, trained 
assistants, naturally expects a speedy and good recovery.: But in 
injuries involving the hands of employes about railways, machine 
shops, woolen, planing, and saw mills, tobacco factories—in short, 
where frequent dirt, cinders, filth, and grease become part and 
parcel of the injury received, it is indeed a marvel that brilliant 
results can nevertheless be obtained if we make these wounds 
as nearly aseptic as we can and practice a thoro antiseptic sur- 
gical technic, 

The relation of the employe to his employer or surgeon in at- 
tendance is frequently worthy of attention and consideration. I 
maintain that while we are expected to be true to “both the em- 
ployer and the injured employe,” yet is it not but fair and just 
that the latter shall practice the golden rule toward us. In this 
way not alone harmony and peace will prevail, but love and good 
will reign supreme. And right here, from a medico-legal aspect, 
whether one dresses the injured hand of a railroad or factory 
employe at the place of injury, the office, or it matters not where, 
the surgeon should have living witnesses for self-protection, that 
he will not be held responsible for the results of the injury. 

Sometimes amputation is absolutely required, or a badly 
crippled hand unavoidable. Tho I have had no such experience, 
yet there are cases on record of death from septic infection and 
tetanus; therefore, it is always safest to explain matters clearly 
to the injured party and interested parties. Most usually the city 
doctor has an assistant with him, and has this advantage over his 
eountry brother. 


Then again, when the injury to the hand is of a severe char- 
acter, as a bad laceration and contusion of the soft parts entering 
the metacarpal and phalangeal articulations, complicated with 
fractures, when the movements of flexion and extension are 
probably to be destroyed or very much impaired, (because if the 
sheath of the tendon be in any way opened or injured the tendon 
generally sloughs or becomes consolidated or matted to the sheath 
in such a manner as to become fixedly rigid, or there is very 
little movement), it is safest to have some witness present who 
ean testify that the surgeon has explained the probable loss of 
function and properly ascribed it to the nature of the injury and 
not to the character of treatment to be employed. Every surgeon 
must thus protect himself—even at the expense of the company 
he is thus working for. 


Another point: If there is any uncertainty about payment 
for services, the surgeon should make a definite arrangement 
with some one before doing anything more than to relieve im- 
mediate distress. I desire to call the attention of the general 
practitioner and surgeon to the fact and precedent establisht 
by the wise solons of the law, who have ruled that a foreman 
of a corporation or factory is only recognized as a special agent 
employed for a specific purpose, and is not authorized by law to 
employ a surgeon in emergency cases and obligate his employer 
or the corporation for the services rendered. In plain words, as 
my attorney told me, in the future if a surgeon has any doubt 
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as to the honor and moral obligation of the factory’or corporation, 
and wants to be legally secure for his bill, he must get them to 
acknowledge their legal obligation in writing. 

It is not my intention to report any cases, but shall now close 
this paper by summing up briefly the best and most rational 
method of handling and treating surgical emergencies to the hand 
of the railroad and factory employe. 

1. Control the hemorrhage. 

2. Remove all foreign bodies, as dirt and grease, by scrub- 
bing with liquid ethereal soap and plenty of hot water. 

8. Give Nature a chance by doing patchwork. 

4. Suture the nerves and tendons with sterilized catgut. 

5. Use aseptic materials and dressings. 

6. Avoid meddlesome surgery, and do not disturb first dress- 
ing, if possible, for one week. Watch the pulse and temperature. 

7. Practise conservatism and utility. 

8. Use some good dry antiseptic powder, as men now ob- 
ject to the odor of iodoform. 

9. Amputate as a dernier ressort. 

10. Keep away from the courts, and give the shyster lawyer 
a wide berth. 


SOME EXPERIENCE WITH PICRIC ACID IN THE TREAT- 
MENT OF BURNS, SCALDS, ULCERS, AND 
SIMILAR CONDITIONS. 


BY G. R. GILBERT, M. D., CUMBERLAND, WYOMING, 
Surgeon to the Union Pacific Coal Co. 


As many surgeons have no routine treatment for burns and 
scalds, they use whatever is handy at the time. Therefore, many 
remedies have been used in these conditions. The same may 
be said of ulcers and other excoriated conditions. Some railway 
surgeons have some particular remedy for treating burns and 
scalds, also for ulcers, ete. 

I have been using various remedies for all these conditions 
and have found a most excellent remedy for burns and scalds. 
This has been before the medical public for about seven or eight 
years. I have been also using this remedy for treating a few 
ulcers and infected wounds and excoriations, and even lacerated 
wounds, ete., thus extending its field of usefulness. It has done 
splendid service in some of my cases which other highly valuable 
drugs have failed to do. I will state that I (as well as perhaps 
many other surgeons have done), have used or seen used nearly 
everything suggested for treating burns and scalds, and for ulcers 
and excoriations simulating ulcers, resulting from infected 
wounds. I have had to dress many cases of burns which had 
previously been dresst by someone else. I have removed from 
burns and scalds such remedies as follows: Flour, bread and 
milk, vaseline, various articles of food, and antithermoline, anti- 
phliogistine, olive oil, Carron oil, and many other such things 
which people in a hurry and excitement apply at the very first. 
Dr. Young of this place has for some time used glycothymoline 
in a good many burn cases with excellent results; but the dress- 
ings adhere, and so do all the oily or greasy preparations. Butt 
burns heal rapidly with it nevertheless. I have myself with sat- 
isfaction used balsam Peru and vaseline in small burns; also an 
antiseptic Carron oil (preparation of my own), and various dust- 
ing powders and ointments and it seems there are some objec- 
tions to be found with almost any remedy that can be used.. 
There will herein be presented a few selected cases merely to 
show that I have used some very good remedies in treating these 
conditions. I will illustrate their use and valuable properties un- 
der the most adverse circumstances. Therefore to say that I 
have to a great extent given them up to rely more upon picric 
acid means much in its favor: but I will later mention some ob- 
jections to its use to show that we must be conservative and not 
too enthusiastic at first, altho the objections can nearly be done 
away with and overcome, as I hope to demonstrate. 

CASE I. During my connection with the United States 
Marine Hospital Service in New York City, a sailor was brought 
into the Hospital in 1896, three days after he had fallen uncon- 
scious in an epileptic fit, into the galley fire on board a steamship 
three days out from New York. I had the “pleasure” of remov- 
what foul dressings, clothing and pus, ete., there were on his 
burns. His nose was burned away and the whole face, neck, 
end chest were deeply burned, in some places to the bones. The 
only remedy handy at the moment of dressing was some balsam 
of Peru, which I applied by gauze saturated with it. It was 
very painful to be sure for a short time, but it proved to be a 
fair remedy after all. This patient remained in the hospital sev- 
eral months and was dresst two or three times daily at first and 


by different members of the house staff; but the treatment with 
balsam of Peru was continued almost thruout; sometimes in 
combination with icthyol and olive oil, and other drugs, ete. 
Later skin grafting was done. He made a good recovery. 

We had many other bad cases of burns and scalds and used 
the general run of drugs in their treatment and they were all 
good. Altho we were not especially satisfied with the remedies 
then at our disposal, no one thought of using picric acid, as it 
had only the year before been recommended in France by Thierry 
and Filleul. 

From 1898 to 1901 I was surgeon of the Union Pacific Rail- 
road Company at Omaha, and from the many employes on the 
main line and yards and shops, etc., quite a number of burns and 
scalds came under treatment. Then I began to use a prepara- 
tion of my own formula. It consisted of aqua calcis, oleum lini, 
eucalyptol, thymol, acid carbolicum, and unguentum aqua rosa. 
This in a very thick liquid form made as nice, sweet-smelling, 
and cooling a preparation as can be found. It was antiseptic, 
too, and I used it extensively; but as I shall show, gauze sat- 
urated with it stuck to the edges of large burns after it had 
been on twenty-four hours and was greasy to handle. 

CASE II. In 1900, I was treating a man employed in the 
Union Pacific shops who fell into a pit of red-hot sand and, be- 
fore he could escape, burned his entire arm from finger tips to 
shoulder and neck. I used the antiseptic Carron oil (above 
described), at first, altho I had previously used picrie acid in a 
few slight cases. His whole arm was dresst with gauze sat- 
urated with this antiseptic Carron oil. The burn healed well 
enough, but after a few dressings I became dissatisfied with it 
because the dressings dried so quickly and stuck to the wound 
edges. Then I decided to use the picric acid solution, knowing it 
would remain wet a long time. This was used and the wound 
healed entirely in thirty-five days, altho he workt the last ten 
days or so. 

The success and results in this case particularly influenced 
me in favor of picric acid and I have used it in quite a number of 
cases since then. Not so very many, but enough to know its 
merits and demerits. I have used picric acid in thirty-three 
eases of burns and scalds covering a period of about three years. 
The average duration of treatment has been nine days, varying 
from two days in some cases to thirty-five days in this last case 
mentioned. Most cases of burns average from ten days to three 
weeks, no matter what treatment is followed. So that with 
picric acid the time of treatment is not shortened much; but at 
the same time I believe it is a little, and a little counts. I have 
always used a saturated aqueous solution, soakt plain sterile ab- 
sorbent gauze or absorbent lint in this and applied it dripping 
wet to the wound and then placed oiled silk over this, compietely 
covering the dressing, and bandaging firmly. This dressing will 
as a rule remain moist three days if completely covered with 
oiled silk; but if left four days it dries. I generally dress my 
cases once a day, as they heal more quickly than when left 
longer. 


CASE III. To demonstrate this I purposely dresst Case III 
in two or three days. Boy, 12 years old, burned his right leg 
inside and below the knee. His mother attended to it for three 
weeks and then seeing no improvement sent him to me. There 
was.a granulating area 4x6 inches, burned to the third degree, 
and I used picric acid every other day and the last two weeks 
or so every third or fourth day. It required one month to heal. 
An active boy like this required, of course, longer’ time than some 
patient who would remain in bed all the time, their healing 
abilities being the same. The last two dressings were with pure 
petrolatum to soften the scab; but he failed to return for three 
days and the petrolatum so eroded the healed surface that picric 
acid had to again be resorted to, thus extending the time nearly 
two weeks. This shows that it is better to continue the picric 
acid until there is no chance for a relapse. 

I treated at the same time a boy the same age iis scalded 
both legs not quite so deeply, but over as large an area on each 
leg and dresst him daily and he recovered in a week. I have 
treated so many others that I am satisfied that daily dressing is 
better as a rule than when not so often when using this picric 
acid solution. It is very rare that any pus or fluid is found on a 
burned area, as this dressing is removed, neither does this wet 
dressing adhere to any part of the burn. The wound is moist: 
but may be also termed a dry wound, not a wet, “weeping,” or a 
pus-exuding one. Everything looks healthy. The outer edges 
heal first and with this dressing much epithelium is formed and 
from day to day accumulates considerably so that after several 
dressings, it may be necessary to remove it; but this is rare. 
For this purpose I have used Johnson’s ethereal soap. The 
wound really never has to be swabbed or otherwise cleaned as is 
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the case with other methods of treatment. The wound is always 
clean. This is a wet dressing, and as any wet dressing is more 
or less antiseptic, so is the picric acid solution antiseptic. The 
picric acid alone is too weak an antiseptic to depend upon in a 
suppurative condition unless other means have been used prelim- 
inary to its use. I refer to pure carbolic acid or other strong 
germicides, 

As cases of burns and secalds treated with picrie acid solu- 
tion make such a rapid and uneventful recovery, it is unneces- 
sary to describe any cases except as. may be shown when used 
under adverse circumstances as in Cases II and III. 


1 have used picric acid in treating varicose ulcers and in in- 
fected wounds of the nature of ulcers. .I tried it in one case 
of gonorrhea unsuccessfully. I will mention that in New York 
I used various drugs, ete., in treating varicose ulcers, among 
which was Diachylon plaster. I cut small strips of this three 
inches long and one-half an inch wide, depending somewhat 
upon the size of the ulcer. I heated these strips slightly and 
applied to the previously cleansed ulcer transversely to the leg, 
one beside another, leaving no space between. I applied a good 
systematically tight bandage. These cases all did well, but the 
plaster is not always to be had and is not as easy of application 
as it might be. If not taut enough across the edges of the ulcer 
it is liable to adhere to it. I treated a good mnay cases that way. 
It was a fairly good way; but we all occasionally change our 
therapeutic methods, so I fell back to ointment, dusting powders, 
ete., but did not forget that careful, I may say skillful systematic 
tight bandaging, furnishing support to the venous circulation, is 
the main therapeutic agent after all in treating varicose ulcers. 
But I have been on the lookout for a better drug as an adjuvant. 
I have curetted them and skin-grafted and used aristol, iodoform, 
boracetanilid, nosophen, vasogen, acetanilid, calomel, boric acid, 
protonuclein and all the others singly and in combination. I 
have treated some mild ulcers and excoriations, (also furuncul- 
ous conditions of the legs), all of which heal most beautifully 
with gauze saturated with pure glycothymoline and covered with 
oiled silk. I had a few cases where I had used all the preceding 
without effect, and had the pleasure of seeing them heal entirely 
in two or three days with glycothymoline (of course, with furun- 
culous conditions, syrup iodide’of iron or calcium sulphide intern- 
ally are excellent adjuvants to the local treatment). But cases 
and individuals vary so that we need something which will be 
proof against such a personal idiosyncrasy. Another most ex- 
cellent remedy I have used, I will mention in Cases IV, V and VI. 


CASE IV. Switchman, U. P. R. R., had his foot crusht, or 
rather very severely squeezed, between the cars in 1899. After 
some months in hospital he recovered enough to work as flag- 
man. Little toe and part of next one was lost, with severe lac- 
erations of foot. In a few months he resumed duties as switch- 
man, foreman of switch crew. In March, after a month or so 
of such severe usage as a ‘switchman’'s foot receives, he came 
to me with two ulcers on the sole of the injured foot, each one 
one-half to an inch in diameter. He had let them run on with- 
out treatment for. some weeks, but they did not heal. After a 
very thoro curetting, the ulcers were dresst daily for sometime; 
but when they did not then heal I advised an excision and waited 
a month or so until he could afford to “lay off’ two weeks to have 
it done. e He constructed a shoe by cutting off the sole, ete., in 
front of the heel, and he thus walkt entirely upon his heel, hav- 
ing heavy socks and bandages, etc., to protect the front part of 
his foot. When he was ready I had him placed under chloroform 
anesthesia and I made tennis-racket or snowshoe-shaped incisions 
around each ulcer and cleaned them out down to the metatarsal 
bones and metatarso-phalangeal articulations. Enough sound 
tissue was left to protect the boffes and give him séme muscle 
action for his toes. I sewed these longitudinal wounds up and 
dresst them. They healed in about two weeks and he resumed 
work and in a week or so he noticed the recurrence of the one 
ulcer this time. The sole of the foot is a bad place for any 
wound, especially when the trophic nerves are so badly injured, 
as in this case, and particularly as he was working as switchman 
with his foot only partially protected. When this ulcer reap- 
peared I saw I could not do otherwise than treat it with a stimu- 
lating ointment. I had used a great many different things, giv- 
ing each a thoro trial, even using the antiseptic Carron oil for 
its nutrient effect (I have used cod liver oil for this purpose in 
some ulcers.) The best I had found was a stimulating ointment, 
composed of tannic acid, camphor, lanolin and vaseline. With 
this, applied on gauze, the ulcer healed by the second or third 
dressing a few days later. Sometimes healing occurs as early 
as the second day. It is the most rapid healing agent I ever 
used. But when this man would resume work the ulcers would 
in a week or so reappear, and so I treated him off and on for 


tthoroly healed. 


several months. I “cured” them every time, but his duties kept 
them reappearing. He had to keep working on account of his 
family. I finally gave him a supply of the ointment to apply, and 
in two months or so he entirely recovered. This condition of 
recurrence continued nine months. Six months after that he 
had had no recurrence. 
CASE V. Coal miner, 50 years old, married; tall, slender, 
scarcely any fat on him anywhere. Leg unusually long from 
foot to knee. Varicose ulcers on one leg; ulcers of long stand- 
ing. Began treatment November 27, 1901. The ulcers were 
curetted and various dressings applied from time to time. I 
used wet carbolic acid dressing most of the time, occasionally 
using other things as ointments and dusting powders. I used 
later, the stimulating ointment for weeks; but it was a very slow 
process to cause the ulcer to heal, as the man continued his 
duties as miner, and did not lose one day from his work. After 
one month’s treatment he felt able to afford a stout silk garter 
legging, which I ordered for him and he began to wear this the 
Sth of January, 1902. His leg was so thin and long that I 
could bandage it only with the greatest difficulty—that is, as I 
wisht, so as to aid the circulation. But he said the bandages I 
applied never loosened or came off and his leg was dresst every 
day for three months. With the aid of this legging I used the 
stimulating ointment every day and February 27, 1902, the 
uleer was entirely healed. That was one year ago and he has 
had no recurrence. 
CASE VI. White lady, native of Finland; weight about 200 
pounds; keeper of boarding house. Had long-standing varicose 
uleer and varicose veins of right leg; left leg very slightly af- 
fected. She had consulted no physician, but had attended to the 
ulcer herself. One evening about 7 o’clock I was sent for in the 
greatest haste, as she was “bleeding to death.” I sent word to 
put something tight on the leg and immediately hurried to the 
scene. She was supported across two chairs and some impro- 
vised tourniquets were constricting the limb above and below the 
knee. The floor for yards around was “one sea of blood.’ She 
had fainted. I applied a rubber tourniquét and removed the 
others and examined the wound. The ulcer had caused the vein 
to rupture at its site. I removed the tourniquet and as no fur- 
ther hemorrhage occurred, I cleansed the wound and dresst it. 
And with slight stimulation she was put to bed and remained 
two days, since which time she has been upon her feet all day 
every day. I have treated the ulcer for one month and it is 
I began the second day to use the saturated 
picriec acid solution alone in this case. Gauze was soakt in this 
and applied dripping wet, smoothly, and covered with oiled silk 
and the leg carefully bandaged each time from ankle to knee. I 
dresst it every day for ten days, then every two or three days. 
Gauze remains moist three days, but it dries the fourth day. I 
have not had to clean this ulcer once, except the first time; all 
I had to do was to remove the old dressing and apply the new 
in its place. There wes no tearing loose of freshly healed sur- 
face. She may possibly soon get an elastic garter legging. 
When carbolic acid or mercury bichloride have first been used 
to check the suppuration, then picric acid solution (weak an anti- 
—_ as it is), may later be used with success in purulent condi- 
ons. 
CASE VI. Coal miner, 52 years old. September, 1902, an 
explosion of blasting powder caused a fracture of frontal bone 
above right eyebrow at edge of hair; also fractured rib. Re- 
mained in hospital until November, since which time he has been 
treated for an infected wound at site of fractured skull. At 
that time the bone was still exposed and there was an area of 
one inch diameter of the dura mater in view. The bone gradual- 
ly grew together, as did the tissues of the scalp. It all soon 
healed, but there remained a small place where pus exuded 
slightly and a very minute sinus was found. I had applied pure 
earbolic acid followed with wet carbolic dressings, which I used 
most of the time and when the wound failed to entirely heal 
with any method, on January 22, 1903, had him placed under 
chloroform anesthesia and by a curved incision lifted up a flap 
and with mallet and gouges I chiselled carefully away a few 
small necrosed fragments which I found. Wound was sewed and 
dresst and treatment continued. This wound healed up soon: 
but there yet remained a slight ulcerated condition. I had used 
several remedies before on this case, so I began to use them 
again to heal this infected ulcerous condition. I used calcium 
sulphide internally and locally bichloride solution, aqueous and 
alcoholic; also gauze soakt in pure alcohol and covered with 
oiled silk. I used this for a few weeks, but without success, 
as at first it dried bone and tissue too much, and I had to resort 
to carbolic wet dressing again. I also this way used the glyco- 
thymoline which had been good in other cases; but without 
success. If I used iodoform the suppuration increast and this or 
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iodoform or bichloride gauze so excoriated his unusually tender 
forehead that I could use nothing strong enough to overcome the 
slight infection. The stimulating ointment did not do, neither 
did the balsam of Peru, nor acetanilid, boracetanilid, vasogen, 
protonuclein, aristol, boric and salicylic acids, or other dusting 
powder, combinations or dressings. I gave him tonic treatment 
besides. I also used caustic stick of silver nitrate unsuccessfully. 
I decided finally to use picric acid and if that failed I intended 
to use antistreptococcus serum. I applied pure carbolic acid, one 
or two drops to the area as I had previously done, but one drop 
seemed to spread to one side a little and burned the skin about a 


. fourth of an inch to one side of the wound. I immediately ap- 


plied pure alcohol to counteract the slight burn and then I ap- 
plied gauze soakt in the picric acid solution and covered with 
oiled silk and bandaged. I changed the dressing every evening 
and did not have to use the carbolic acid again in this case. In 
eight or ten days the original wound was entirely healed; but 
it took ten days more for the carbolic acid burn to heal entirely. 
In the five months’ treatment he has not lost a day from his 
work. Every day he wore his miner’s lamp upon his cap press- 
ing more or less upon his wound. This picric acid solution did 
what none of the other dressings had begun to do. And it only 
required a few days’ treatment to do what as many and more 
weeks had failed to do with the others. 


From the most excellent results in these cases and the thirty- 
three cases of burns I have treated with this I can hardly be 
blamed for extoliing its virtues. I have shown herein a few se- 
lected cases of burns and ulcers treated by older methods. I 
have also shown parallel cases treated by picric acid and other 
remedies. My object is this: We all know some cases are helpt 
by certain remedies and that the same remedies will not help 
other cases. I have demonstrated that even the stimulating 
ointment which acted so well in many cases, Case I in particu- 
lar, failed in Case VII, and almost so in Case V. So it is with 
other methods and remedies. But I believe that picric acid can 
have beneficial results in a larger number of cases. It hardly 
seems possible for it to fail in any burn or scald, i. e., of average 
severity. I may almost say any ulcer. Now of course we could 
treat wounds, burns, ulcers, etc., without picric acid as has been 
done for centuries; but I believe picric acid is one of the very 
best remedies we have to-day for treating burns. Burns will 
heal anyway, no matter what is used, in a certain length of time. 
Two or three weeks may be a fair average for burns treated by 
other methods. In the cases I have treated with picric acid, the 
average has been nine days, varying in some cases from two to 
thirty-five days, as in-Case II. All classes or degrees except 
charring, and in men, women, children and babies. I therefore 
feel confident that the average is shortened just a little; but a 
little really counts. - 


There is scarcely any scarring after treatment with picric 
acid. I am at the present time treating two cases of amputated 
finger ends with picrie acid dressing. Each one had the end of 
finger with nail and skin torn away, leaving an excoriated finger 
end, with splendid results. 


CASE VIII. Girl, 12 years old, native of Finland. On April 
23, 1908, was vaccinated as were also five little sisters. Family 
intended going to Alberta, Canada, May 1. After vaccination 
they askt me to treat her. An abscess, scabbed over, was found 
below angle of right lower maxilla. Removed scab and one and 
one-half drachms of thick, greenish-yellow pus dropt down, 
with an area, undermined edges, one inch in diameter; cleansed; 
toucht with pure carbolic acid; applied saturated aqueous solu- 
tion of picric acid on gauze; oiled silk and bandage. One week 
I told them was too short, but I would try to heal it up, if she 
would be treated daily; but she did not return for two days, then 
she came two days in succession and then misst a day. The lo- 
eation of the ulcer at the angle of the jaw and a very heavy 
head of hair prevented bandaging tightly enough to prevent the 
dressing loosenimrg and coming off, and the surface becoming re- 
infected. At the last dressing the ulcer was half as large as at 
first. She went away too soon to more than show that picric 
acid is excellent in such a condition. The vaccination was un- 
successful, so I revaccinated her April 30. 

Besides using the saturated solution of boric acid, I do not 
wish to omit to mention that I have also used in emergencies the 
picriec acid gauze, as prepared at the instance of Dr. Jonas, Chief 
Surgeon Union Pacific Railroad, made by J. Ellwood Lee & Co. 
They prepared small cartons with twelve small folded pieces of 
picric gauze for use in emergency burns. I used these small 
pads of picric-acid-gauze in several cases when called to the 
shops, etc. I found that while the picric acid disintegrated the 


gauze to such an extent that it became friable and broke off 
in pieces like decayed wire netting on door screens, the piece 
of gauze if not subjectd to such pulling or tearing process, could 
be laid upon a fresh burn and water applied to it until it became 
saturated. The better way, however, was to immerse the gauze 
in cold water and then apply. This picric-acid-gauze was good 
in emergencies as intended; but for daily dressing, regular gauze 
and a fresh saturated solution is best to be used. For emergency 
use for surgeons, a small envelope of picric acid crystals and 
gauze such as railway surgeons always carry would do. But I 
carry a glass dressing basin five inches long by two and one- 
half inches wide, end an eight-ounce bottle of saturated (aque- 
ous) picrie acid solution constantly in my emergency grips. But 
this, of course, is not enough for more than three or four square 
feet of burned surface, whether on one patient or several. For 
that reason crystals had better be carried when many people 
are burned at once. 

Most leading authorities who have mentioned picric acid in 
treatment of burns have used it in alcoholic solutions, or omit 
oiled silk or recommend that no impermeable dressing be used. 
They generally have advised leaving the dressing in place four 
or five days. Filleul (L’Union Pharm. December, 1895): “A 
remedy for burns must be analgesic, antiseptic, and also kerato- 
genous. Three qualities possesst by picric acid in solution 1— 
200.” Thierry (Provincial Medical Journal, December 6, 1895): 
“When a saturated solution of picric acid is applied to a burn or 
scald, it not only obviates all pain; but also prevents the forma- 
tion of an ulcer, and brings about a cure in a few days.” Thomp- 
son (St. Louis Medical Review, February 20, 1897), advises leav- 
ing shreds of clothing burned into the skin to remain till second 
dressing, by which time the picric acid solution has soakt them 
so they are removed easily. He also states that the dressings 
do not adhere as much as other applications. I have found the 
same to be true in my experience. Some others have recom- 
mended painting it on with a brush and some have used it as I 
have done. There are some later authorities who have recom- 
mended saturated aqueous solutions. I began by using the sat- 
urated solution before I lookt the matter up at all, and have seen 
no reason to change. Mracek of Vienna has used an alcoholic 
solution, but states it is too painful to use. 

The poisonous effects of picric acid are possibilities but I 
have never noticed them in the cases I have had. I consider 
that danger possible, but too remote to make it any objection to 
its use in these conditions. The main objection I have found to 
its use is the brilliant yellow stains produced upon dressings, sur- 
geon’s fingers, and patient’s clothing. Clothing, towels, ete., can 
be completely washt out with water. The surgeon may wear 
rubber gloves or if that is too impracticable, lithium benzoate 
solution will remove the stains in a few minutes’ scrubbing in it. 

Case VII came to me every evening to be dresst. I useti 
electric incandescent lights and the yellow stains were invisible. 
But one day I saw him by daylight and noticed how yellow his’ 
hair was adjoining the wound; also his moustache where the 
solution had trickled down by the pressure of the bandage upon 
the wet dressings. I had his head well washt with the lithium 
benzoate solution, and one time I put a wet dressing of lithium 
benzoate upon the stained hair and left it twenty-four hours— 
all without appreciable effect. This staining was not noticed 
for some time after treatment with picric acid was begun. So it 
was too late to take out the dying of the hair. The patient has 
since had his tair trimmed loosely and the stains are almost 
eliminated and will be entirely so, soon. I consider the value of 
the picric acid solution in his case, however, to be so great that 
a _ be glad no more harm is done than temporarily staining 

s hair. 

To summarize: We desire a°treatment for burns and scalds, 
ete., which will be analgesic, antiseptic, keratogenous, and which 
will not adhere to wounds or ulcers, and which leaves scarcely 
any scar tissue. We wish something stimulating, especially in 
ulcers. The oily or greasy preparations, whether antiseptic or | 
not, adhere to wounds unless changed two or more times daily. 
There are many excellent healing remedies now used for burns 
and ulcers; but they nearly all stick to the surface. A wet dress- 
ing seems to be the ideal. A wet dressing which remains wet 
seems better. Therefore an impermeable material such as oiled 
silk is indicated. It can keep a dressing moist three days. If 
left longer it becomes a dry dressing; therefore a reason for fre- 
quent or daily change of dressing. Now, as to what wet dressing 
is best, many things might be used; but to meet all require- 
ments, picric acid or possibly even a normal salt solution would 
fill the bill; picric acid being more antiseptic than the salt, is 
preferable. The objections are really not as serious as the ad- 
hering and therefore the pain-producing properties of greasy or 
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oily dressings. Some medicines are bitter to the taste, but we 
would not decline to use quinine on that account in malaria; nor 
the bitter tonics when needed. So why reject picric acid if its 
only real objectionable quality is the staining effect? 


INFLUENCE OF THE X-RAY IN MALIGNANT GROWTHS.* 
BY D. C. BROCKMAN, M. D., OTTUMWA, IA. 


During my summer vacation I investigated the subject of 
“Influence of the X-Ray on Malignant Growth” in the 
principal hospitals in Chicago, New York and Canada, and on 
my return home wrote to about fifty of the leading surgeons in 
America asking for results of their personal experience in its 
use. 

Most of them answered; most reported favorably to its use; 
some were doubtful, and a few said it has no use in therapeutics 
of malignancy. 

In analyzing cases reported, as a result of this correspond- 
ence, I find we have foriy-four cases of sarcoma, nine cases of 
which were apparently cured, fourteen not improved. Of these 
latter most were given only a few treatments; some were nearly 
dead when they came under observation. All cases treated were 
inoperable and the X-ray was used as a last resort; four are now 
under treatment. 

Of cancers, eighty cases were reported; thirty-five superficial 
earcinomas gave twenty-four healed or apparently cured, one 
was improved, pain reduced and tumor decreast in size, six not 
improved, and four under treatment. Most of these were sit- 
uated on the face where the scar following excision would have 
been disfiguring. Sixteen cases of deep-seated carcinoma gave 
three apparently cured, ten failures and three under treatment. 

I am unable to get reliable information regarding results in 
tubercular larnygitis. Several throat men report “cases under 
observation,” but none are ready to report. 

Of tubercular glands, forty-one cases were reported, ten of 
which were apparently cured, four improved and twenty-seven 
failures. 

Just how irradiation destroys the neoplasms is yet unsettled 
but it is probably by direct action on the imperfectly developt, 
short-lived cells whereby they are devitalized and absorbed. 

At times we see in large superficial tumors that the process 
of devitalization goes on much faster than absorption, and we 
have as a result a large soft mass of aseptic, broken-down tissue 
that soon breaks thru the skin and discharges as a thin, saneous 
necrotic fluid composed of disintegrated cells; the cavity thus 
formed soon closes up and the process of repair rapidly continues. 

Not only does the “modified light” have a beneficial effect on 
malignant neoplasms, but also on a large variety of skin dis- 
eases, especially in lupus, acne, sycosis and chronic eczema. 

In summing up my experience, and as a result of the study 
of literature and personal correspondence, I arrive at the follow- 
ing conclusions: 

1. Superficial epitheliomata yield readily to a soft tube, 12 
to 15 minute seances every day, at 12 inches. 

2. Sarcomata and deep-seated cancers require a hard tube 
12 to 20 minutes at 4 to 6 inches distance, always protecting sur- 
rounding tissue by lead foil, but leaving a fenestra large enough 
to irridiate the surrounding tissue farther than would have been 
reacht if an operation had been done. 

I am firmly of the opinion that after excising malignant 
neoplasms from the breast or skin, we should in every case follow 
up the operation by repeated exposures of the adjacent surface, 
and especially in the direction of the lymph-canals which drain 
the site of the former growth, using a tube of strong penetrating 
power in the hope that we may in this way destroy some focus of 
disease-cells left at the time of the operation. 

Then to recapitulate and apply the above material to actual 
use: I advise the use of the X-ray in: — 

1. All cases of lupus, acne, persistent:-eczema and intracta- 
ble sycosis, using a soft tube for eight to twelve minutes. 

2. All external inoperable sarcoma; and to follow all opera- 
tions on superticial sarcoma, 

3. All superficial epthiliomata of the face so situated that 
excision would leave badly disfiguring scar. 

4. All inoperable superficial cases, including mammary can- 
cer. 

5. All operations on superficial cancer following operative 
work, 

The possibilities of good results in the use of the X-ray on in- 


*Abstract of paper read before the Iowa State Association of Railway 
Surgeons, 


ternal malignant growths, on tubercular glands and laryngitis 
or pulmonary tuberculosis seems to me too problematic for our 
consideration with our present knowledge. 

Our promise to our patients in any case should not be too 
hopeful, as we are yet on purely experimental ground. Even 
the apparent cures in malignant cases must wait the regulation 
three-year-period before they can be admitted in our statistics as 
“cures.” 

In the meantime we should study carefully the character of 
the cases influenced by this remedy so that in time we may be 
able more accurately to define its indications and predict its ther- 
apeutical results, 


EDITORIAL NOTES. 


THE INDIANAPOLIS MEETING.—I. A. R. S. 


The International Association of Railway Surgeons meets 
June 17, 18, 19, 1903, corner of Michigan and New Jersey streets, 
Indianapolis. It promises to be the best meeting held for many 
years. Every railroad surgeon in America should belong to this 
association; and all who possibly can should attend. The pre- 
liminary program shows many good papers, the discussion on 
which will be available. To be fully appreciated they should 
be heard—not read. Too many doctors have formed the habit of 
saying: “Oh, well! It doesn’t matter whether I go or not—I 
ean read it all in the Journal.” This is true, theoretically; but, 
practically, it “doesn’t work out’’—the most important paper and 
discussion of all, perhaps, is laid aside and forgotten, and some 
poor fellow loses his life thereby. So, doctor, lay aside your 
work for a few days, and go. 


SHALL THE I. A. R. S. BE MERGED WITH THE A. M. A.? 


The question has often been asked: Should there be a spe- 
cial Railway Surgeons’ Association? While the special features 
pertaining to the treatment of railway injuries are not sufficient- 
ly important to render “railway surgery” a distinct specialty 
there are so many things of paramount importance to the prac- 
titioner who does much of this class of work that special meet- 
ings must of necessity be held to allow free and full discussion 
of them. That better results are obtainable by a special society 
than are possible as a “section of railway surgery” in the Ameri- 
ean Medical Association for example, has been demonstrated 
very fully in the past. This undoubtedly is the sentiment of a 
large majority of the present members of the International As- 
sociation of Railway Surgeons. The proposition made by some 
to merge with the American Medical Association will therefore 
meet with a chilly reception if it be brought before the Indian- 
apolis meeting. It would be better to have the Railway Sur- 
geons’ meeting in the autumn so that it will not conflict with the 
American Medical which convenes in May and June; so that 
members of both can have the opportunity of attending the ses- 
sions of each. An autumn meeting is better than merging. 


—— 


THE NEW ORLEANS MEETING A. M. A. 


The phenomenal attendance of more than two thousand 
registered and fully one thousand non-registered physicians at 
the New Orleans meeting of the American Medical Association 
was universally commented upon by those present. In fact it 
was the chief matter worthy of remark. The section work in 
most departments was fairly good, but scarcely up to the aver- 
age. In the section of gynecology especially was the mediocre 
character of the contributions and discussions markt. A few 
bright spots illuminated what would otherwise have been an 
intellectual gloom. The attendance was correspondingly meager. 
The section of surgery was far better—tho nothing brilliant 
was presented there. The attendance varied from 300 to 600, 
with many exclusions on account of limited seating capacity of 
the hall in which the sessions were held. There were many 
practical discussions—but far less than might have been were it 
not for the absurd rule limiting good men to five minutes’ time 
for speaking. 


RECONSTRUCTION OF SECTIONS. 


The tendency of gynecology to become purely surgical in 
character has never been better illustrated than in the “Section 
of Gynecology and Obstetrics” at the New Orleans meeting of 
the A. M. A. Papers were read on “Some Phases of Gastric 
Ulecer;” “Infections of the Gall-Bladder;” “Appendicitis;” “Opera- 
tions on Diabeties;” ‘Peritoneal Saline Infusion in Abdominal 
Operations” and “Fixation of the Prolapst Kidney”—all in the 
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section of “Gynecology,” as if, forsooth, poor unfortunate men 
had no stomach, no gall-bladder, no diabetes, no peritoneum and 
no kidney! Bevan of Chicago, very properly introduced a reso- 
lution requesting the “Jinnies’” to keep in the female pelvis and 
its outlet hereafter. But that is hardly sufficient. The two sec- 
tions of “Surgery” and of “Gynecology and Obstetrics” should 
be rearranged into “Section of Surgery and Operative Gyne- 
cology” and “Section of Obstetrics and Medical Gynecology.” 
That will put practically all of the operators together and the 
non-operators together, which will be satisfactory to all except 
those few operators who like to “play to the galleries.” 


NEW ORLEANS “INHOSPIT ALITY.” 


Much has been said and written of “Southern hospitality.” 
It has been deserved—outside of New Orleans. If the American 
Medical Association ever goes to New Orleans again it will be 
after those are dead who attended the 1903 meeting; for from 
the time one’s umbrella was slipt from his grip at Union Station 
in order that ten cents more might be charged for an hour’s stor- 
age until the last hotel bill was paid, it was a case of “skin the 
visitor;’ and he was “skinned good and hard,” as a Texas man 
expressed it, The worst thing about it, too, was that the general 
opinion is that the Committee of Arrangements was particeps 
criminis. To illustrate: A gentleman from Philadelphia, after 
trying all the hotels recommended by the Committee and finding 
them full (at practically twice their usual rates!) went to one of 
“the apartments advised by the committee; he was charged $4.00 
for lodging and breakfast! He then went with a friend who was 
stopping at a hotel not on the list and found far better accom- 
modations for $1.00. The hotel-keeper being askt how it hap- 
pened that his charges were only $1.00 a night while other hotels 
(and boarding houses) were charging $3.00 to $7.00 a day, he re- 
plied: “I simply refused to be ‘assest’ by the Committee and 
decided to maintain my regular rates.” The complaint was gen- 
eral. People charged $1.00 to $3.00 a night at boarding houses 
where the regular rate for board and lodging was only $6.00 to 
$10.00 a week soon found they could secure equally good lodg- 
ing at some nearby place, not “on the list,’ at half the price or 
less. In many instances on attempting to change the lodgers 
were insolently informed that “the Committee engaged your lodg- 
ings for three nights and you will have to pay for them.” Some 
submitted; more changed regardless of the “Committee;’ prac- 
tically all grumbled. At best it was a dirty deal all around, 
whether the Committee was in it or not. On the whole New 
Orleans has suffered beyond measure by the adoption of “the 
Yankee plan” in the matter of caring for her visitors. 


ARKANSAS HOSPITALITY. 


In markt contrast to New Orleans was the hospitality shown 
by the people of Jonesboro to visitors at the Arkansas State 
Medical Society. The attendance was nearly 300; the capacity 
of the hotels 200. More than two hundred homes of the city 
were placed at the disposal of the committee of arrangements, 
“without money and without price.” As lodgings were assigned 
each visitor the committeeman would say: “Under no circum- 
stances offer any pay for accommodations granted; your money 
is not wanted; our homes are yours;’’ and so they seemed. 
There was nothing too good for the stranger within her gates, 
from the standpoint of the Jonesboro citizen. To Mrs. John 
Johnson the editor of this Journal must extend particular thanks 
for courtesies shown in one of the most lovely homes of Arkan- 
sas. To everyone the welcome was that of the genial, gentle 
Southron whose hand once extended in friendship can ever be 
depended upon for cordial greeting—“the glad hand without the 
marble heart.” The contrast between Jonesboro and New Orleans 
can be no better illustrated than by the facts that at the Arkan- 
sas town a visitor offered the negro, at the home of whose 
mistress he had been staying, 25 cents for carrymg his grip to 
the station; the negro declined it, saying:* “Ah, don’t think ma 
mist’ess would lak it ef Ah tuk yoah money, sah;” in New 
Orleans a lady dropt her umbrella as she was getting on a ear, 
a coon pickt it up and gave it to her, then followed her into the 
car and demanded a quarter for his services! The Arkansas 
State Medical Society will meet in Jonesboro again, sometime. 


THE ST. LOUIS MEDICAL SOCIETY AND THE A. M. A. 


A very amusing thing “turned up” before the Judicial Coun- 
cil of the A. M. A. at New Orleans. Drs. F. J. Lutz and Walter 
B. Dorsett, of St. Louis, appeared before that committee object- 
ing to the registration of Dr. Emory Lanphear because the latter 
does not belong to a society in affiliation with the American 
Medical Association. They argued that in spite of the facts that 


he has been a member for nearly a quarter of a century, belongs 
to a society reorganized strictly in accordance with the require- 
ments of the American Medical Association, (the constitution of 
which he was ready to submit), was registered for the New 
Orleans meeting many weeks ago, and has declared his intention 
of joining the St. Louis Medical Society as soon as it is properly 
reconstructed, he should be denied the privileges of the meeting 
because “the law should be strictly enforced—to the letter.” And 
then it came out that Messrs. Lutz and Dorsett belong to the 
St. Louis Medical Society which has not been reconstructed in 
accordance with the plan recommended by the American Medical 
Association; and that they were elected “Members of the House 
of Delegates of the Missouri State Medical Association”’—and 
served as such—by a society which has neither an article of its 
constitution nor even a section of a by-law providing for any 
such an officer! The Judicial Council decided that unless the St. 
Louis Medical Society does reorganize it will be declared out- 
lawed by the American Medical Association. Dr, Lanphear re- 
signed his membership in the Association, awaiting develop- 
ments, 


WHAT OF THE FUTURE? 


If the Missouri State Medical Society continues to hold that 
there shall be but one “recognized” society in the city of St. 
Louis (a bad rule; for numerous reasons), will the St. Louis 
Medical Society revise its rules so that a reputable physician 
who has a few personal enemies may become a member on a 
two-thirds vote of those present, and again be an applicant for 
membership in six months if rejected? Or will it continue its 
present obnoxious rule by which a few men can band together 
to prevent the admission of anyone they dislike—regardless of his 
professional attainments, ability, reputation and honesty? And 
not allow him to be a candidate again for two years? Will they 
modify their terms of admission so as to permit reputable grad- 
uates of Eclectic and Homeopathic schools who do not use a 
sectarian name upon their signs or cards and who claim merely 
“to practise medicine” to join? Will they hereafter admit any 
reputable woman to membership? Above all, will they permit 
negroes to become members? In the city of St. Louis there a 
number of reputable, honorable, competent women who, with one 
exception, have never been given invitation to join. What is to 
become of them? Besides, there are many well educated, ethi- 
cal and gentlemanly negro practitioners. Are they to be denied 
membership in the State Medical Society because the St. Louis 
Medical Society rejects them on account of their color? If there 
is to be no other portal of entrance to the American Medical As- 
sociation save the State Society and the local branches it char- 
ters, the “color question” will be a serious one, not only in St. 
Louis but in all Southern cities having a considerable proportion 
of negro doctors. With all these questions in view, it is not 
strange that the Judicial Council at New Orleans did not wish 
to “rule” that only one local society in a city like St. Louis 
should hereafter be recognized as “in affiliation with the Ameri- 
can Medical Association.” It is one of those problems in which 
it is policy to “wait and see,” rather than attempt an immediate 
solution. It is very doubtful if the Association will “stand for” 
any such rule, particularly for cities in which “medical politics” 
plays such an important part as in the city of St. Louis. 


THE TRI-STATE AND DR. MAYFIELD. 


The president of the Tri-State Medical Society of Iowa, Illi- 
nois and Missouri (Dr. W. B. La Force, of Ottumwa, Ia.,) states 
that he has been notified by certain members that they shall not 
participate in the St. Louis meeting next May if Dr. W. H. May- 
field, of St. Louis, be continued as a member. In reply, all that 
can be said is: Dr. Mayfield has been a member of the Tri-State 
Society for many years, and has paid his dues in full to the end 
of 1903. If he pays for 1904 there is no reason why his name 
should not appear upon the program if he so desires. The only 
way to prevent it is for the discontented ones to file charges of 
unprofessional conduct against him, before the proper~commit- 
tee, sufficiently early to allow his name to be kept off the pro- 
gram. If they haven't the courage to do this or do not possess 
evidence of gross violation of the rules of professional decency, 
they should quit their “kicking.” So far as Dr. Mayfield per- 
sonally is concerned, there is no more genial fellow, no more 
honest man, in the Mississippi Valley—he never knowingly did a 
professional brother harm in his life. In the conduct of his Sani- 
tarium he has undoubtedly in the past used methods which could 
not meet the approval of his professional friends—particularly 
in the character of its advertisements in the religious papers. If 
he has quit this objectionable practice the hand of fellowship, 
of encouragement, of comradeship, should be extended to him 
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by the members of the Tri-State Society. If he is still continu- 
ing the objectionable practices it is a matter very easy of demon- 
stration and can readily be presented in proper form in ample 
time to prevent his participation in the St. Louis meeting. I 
want to call attention of those protesting against “Brother May- 
field” to the profound wisdom of the motto just now conspicuous 
in the street cars: “Don’t dig up the past of the man or woman 
who is decent now!” 


THE NEW CODE OF ETHICS. 


The House of Delegates of the American Medical Associa- 
tion did a queer thing at New Orleans: Abolisht the “Code of 
Ethics” entirely! The committee appointed to “revise” the code 
made a report in the Journal of the American Medical Associa- 
tion a week before the New Orleans meeting, recommending 
that the code be amended practically to accord with the demands 
made by the New York delegation at New Orleans in 1885—the 
“new code” granting consultations with reputable homeopathic 
and eclectic graduates who do not use a sectarian name and ad- 
mitting all reputable, legalized practitioners to membership in 
local societies. It was presumed that this report would be 
adopted, that the two state medical societies in New York would 
become one soul and one flesh, that the regular lion and the 
homeopathic lamb would lie down together with the eclectic 
dove between and that the medical millenium would arrive about 
the year 1905. But “when the meeting met” there was trouble. 
Down in Arkansas there are twenty-two homeopaths and seven 
eclectics whom the regulars wouldn’t accept on a gold platter— 
the word “reputable” was scratcht out of the Constitution pro- 
posed by the A. M. A. and the word “regular graduates” sub- 
stituted as the requirement for admission to local societies in 
the Arkansaw land; and a lot of other Southern states had dele- 
gates instructed to fight—practically—for the maintenance of the 
old standard. So it was either abolish or be defeated—for the 
“new code” men; and the “code” was laid aside. The require- 
ment now is that EACH STATE SHALL MAKE ITS OWN 
CODE OF ETHICS—and determine the punishment for its vio- 
lation!! The committee report, unanimously adopted, declares: 
“The Committee regards it as wiser to * * * leave the re- 
spective states to form such code and establish such rules and 
penalties as they may regard to be fitting and proper, for regulat- 
ing the professional conduct of their numbers.” Whether this 
“straddle” will restore harmony in the Empire state remains to 
be seen. It looks more like chaos. 


“PRINCIPLES OF ETHICS.” 


Instead of a “code” the Association adopted what the com- 
mittee was pleased to name “Principles of Medical Ethics’—to 
serve as a basis on which the various states may build their 
varying “codes.” To the average man “principles” and “ethics” 
seem to be pretty much the same thing—so the expression would 
appear, at first glance, to be tautological in character; but that 
they are not synonymous the high standing of the committee 
will prove—its members evidently believing that there is some- 
thing better than ‘principles; for doth not the Holy Scriptures 
say: “Therefore leaving the principles of the doctrine of Christ 
let us go on unto perfection?” (Hebrews, vi—1.) Doubtless this 
perfection will be found in the “code” as laid down by each in- 
dividual state. It will be noted that in the “principles” the chief 
points of controversy of the late past are conspicuous by their 
absence. “But ’twas a famous victory.” 


OUR NEW “PRINCIPLES.” 


The American Medical Association promulgates as a sug- 
gestive and advisory document the following: 
THB DUTIES OF PHYSICIAN TO THEIR PATIENTS. 


SECTION 1.—Physicians should not only be ever ready to obey 
the calls of the sick and the injured, but should be mindful of the 
high character of their mission and of the responsibilities they must 
incur in the discharge of momentous duties. In their ministrations 
they should never forget that the comfort, the health and the lives 
of those entrusted to their care depend on skill, attention and fidelity. 
In deportment they should unite tenderness, cheerfulness and firm- 
hess, and thus inspire all sufferers with gratitude, respect and confi- 
dence. These observances are the more sacred because generally the 
only tribunal to adjudge penalties for unkindness, carelessness or neg- 
lect is their own conscience. 

EC, 2.—Every patient committed to the charge of a physician 
should be treated with attention and humanity, and reasonable indul- 
gence should be granted to the caprices of the sick. Secrecy and deli- 
cacy should be strictly observed; and the familiar and confidential in- 
tercourse to which physicians are admitted, in their professional visits, 
should be guarded with the most scrupulous fidelity and honor. 

SEC. 3.—The obligation of secrecy extends beyond the period of 
rofessional services; none of the privacies of individual or domestic 
life, no infirmity of disposition or flaw of character observed during 
Medical attendance, should ever be divulged by physicians, except when 


imperatively required by the laws of the state. The force of.the ob- 
ligation of secrecy is.so great that physicians have been protected in 
its observance by courts of justice. 

SEC. 4.—Frequent visits to the sick are often requisite, since they 
enable the physician to arrive at a more perfect knowledge of the 
disease, and to meet promptly every change which may occur. Un- 
necessary visits are to be avoided, as they give undue anxiety to the 
patient; but to secure the patient against irritating suspense and dis- 
appointment the regular and periodical visits of the physician should 
be made as nearly as possible at the hour when they mav be reasona- 
bly expected by the patient. 

SEC, 5.—Ordinarily, the physician should not be forward to make 
gloomy prognostications, but should not fail, on proper occasions, 
to give timely notice of dangerous manifestations to the friends of the 
patient; and even to the patient, if absolutely necessary. This notice, 
however, is at times so peculiarly alarming when given by the physi- 
cian, that its deliverance may often be preferably assigned to another 
person of good judgment. : 

EC. 6.—The physician should be a minister of hope and comfort to 
the sick, since life may be lengthened or shortened not only by the 
acts but by the words or manner of the physician, whose solemn duty 
is to avoid all utterances and actions having a tendency to discourage 
and depress the patient. 

SEC. 7.—The medical attendant ought not to abandon a patient 
because deemed incurable; for, continued attention may be highly 
useful to the sufferer, and comforting to the relatives, even in the 
last period of the fatal malady, by alleviating pain and by soothing 
mental anguish. 

SEC. 8.—The opportunity which a physician has of promoting and 
strengthening the good resolutions of patients suffering under the 
consequences of evil conduct ought never to be neglected. Good coun- 
sels, or even remonstrances, will give satisfaction, not offense, if they 
be tactfully proffered and evince a genuine love of virtue, accompanied 
Ls B —" interest in the welfare of the person to whom they are 
addressed. 


DUTIES FOR THE SUPPORT OF PROFESSIONAL CHARACTER. 


SECTION 1.—Everyone on entering the profession, and thereby be- 
coming entitled to full professional fellowshin. incurs an obligation to 
uphold its dignity and honor, to exalt its standing and to extend the 
bounds of its usefulness. It is inconsistent with the principles of 
medical science and it is incompatible with honorable standing in the 
profession for physicians to designate their practice as based on an ex- 
clusive dogma or a sectarian system of medicine. 

EC. 2.—The physician should observe strictly such laws as are in- 
stituted for the government of the members of the profesion; should 
honor the fraternity as a body; should endeavor to promote the sci- 
ence and art of medicine and should entertain a due respect for those 
seniors who, by their labors, have contributed to its advancement. 

SEC. 3.—Every physician should identify himself with the organized 
body of his profession as represented in the community in which he re- 
sides. The organization of local or county medical societies. where 
they do not exist, should be effected, so far as practicable. Such coun- 
ty societies, constituting as they do the chief element of strength in 
the organization of the profession, should have the active support of 
their members and should be made instruments for the cultivation of 
fellowship, for the exchange of professional experience, for the ad- 
vancement of medical knowledge, for the maintenance of ethical stand- 
ards, and for the promotion in general of the interests of the profes- 
sion and the welfare of the public. 

SEC. 4.—All county medical societies thus organized ought to place 
themselves in affiliation with their respective state associations, and 
these, in turn, with the American Medical Association. 

EC. 5.—There is no profession from the members of which greater 
purity of character and a higher standard of moral excellence are re- 
quired than the medical; and to attain such eminence is a duty every 
physician owes alike to the profession and to patients. It is due to 
the patients, as without it their respect and confidence cannot be com- 
manded, and to the profession because no scientific attainments can 
compensate for the want of correct moral principles. 

EC. 6.—It is incumbent on physicians to be temperate in all things, 
for the practice of medicine requires the unremitting exercise of a 
clear and vigorous understanding; and in emergencies—for which no 
physician should be unprepared—a steady hand, an acute eye, and an 
unclouded mind are essential to the welfare and even to the life of a 
human being. : 

SEC. 7.—It is incompatible with honorabie standing in the profes- 
sion to resort to public advertisements or private cards inviting the 
attention of persons affected with particular diseases; to promise radi- 
cal cures; to publish cases or operations in the daily prints, or to suffer 
such publications to be made; to invite laymen (other than relatives 
who may desire to be at hand) to be present at operations; to boast 
of cures and remedies; to adduce certificates of skill and success, or 
to employ any of the other methods of charlatans. 

SEC. 8.—It is equally derogatory to professional character for phy- 
sicians to hold patents for any surgical instruments or medicines; to 
accept rebates on prescriptions or surgical appliances; to assist unqual- 
ified persons to evade the legal restrictions governing the practice of 
medicine; or to dispense, or promote the use of. secret medicines. for if 
such nostrums are of real efficacy, any concealment regarding them is 
inconsistent with beneficence and professional liberality. and if mys- 
tery alone give them public notoriety, such craft implies either dis- 
graceful ignorance or fraudulent avarice. It is highly reprehensible 
for physicians to give certificates attesting the efficacy of secret medi- 
cines, or other substances used therapeutically. 


PROFESSIONAL SERVICES OF PHYSICIANS TO EACH OTHER. 

SECTION 1.—Physicians should not, as a general rule, undertake 
the treatment of themselves, nor of members of their family. In 
such circumstances they are peculiarly dependent on each other: there- 
fore, kind offices and professional aid should always be cheerfully and 
gratuitously afforded. These visits ought not, however, to be obtru- 
sively made, as they may give rise to embarrassment or interfere 
with that free choice on which such confidence depends. 

SEC. 2.—All practicing physicians and their immediate family de- 
pendants are entitled to the gratuitous services of any one or more 
of the physicians residing near them. 

EC. 3.—When a physician is summoned from a distance to the bed- 
side of a colleague in easy financial circumstances, a compensation. 
proportionate to traveling expenses and to the pecuniary loss entailed 
by absence from the accustomed field of professional lahor, should 
be made by the patient or relatives. 
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SEC. 4.—When more than one physician is attending another, one 
of the number should take charge of the case, otherwise the concert 
of _— and action so essential to wise treatment cannot be as- 
sure 

SEC. 5.—The affairs of life, the pursuit of health and the various 
accidents and contingencies to which a physician is peculiarly exposed 
sometimes require the temporary withdrawal of this physician from 
daily professional labor and the appointment of a colleague to act for 
a specified time. The colleague’s compliance is an act of courtesy 
which should always be performed with the utmost consideration for 
the interest and character of the family physician. 


THE DUTIES OF PHYSICIANS IN REGARD TO CONSULTATIONS. 

SECTION 1.—The broadest dictates of humanity should be obeyed 
by physicians whenever and wherever their services are needed to 
meet the emergencies to disease or accident. 

SEC. 2.—Consultations should be promoted in difficult cases, as they 
contribute to confidence and more enlarged views of practice. 

SEC. 3.—The utmost punctuality should be observed in the visits 
of physicians when they are to hold consultations, and this is generally 
practicable, for society has been so considerate as to allow the plea 
of a professional engagement to take precedence over all others. 

SEC. 4—As professional engagements may sometimes cause delay 
in attendance, the physician who first arrives should wait for a reas- 
onable time, after which the consultation should be considered as post- 
poned to a new appointment. 

SEC. 5.—In consultations no insincerity, rivalry, or envy should be 
indulged; candor, probity and all due respect should be observed toward 
the physician in charge of the case. 

SEC. 6.—No statement or discussion of the case should take place 
before the patient or friends, except in the presence of all the physi- 
cians attending, or by their common consent; and no opinions or prog- 
nostications should be delivered which are not the result of previous 
deliberation and concurrence. 

SEC. 7.—No decision should restrain the attending physician from 
making subsequent variations in the mode of treatment as any unex- 
pected change in the character of the case may demand. But at the 
next consultation reasons for the variations should be stated. The 
same privilege, with its obligation, belongs to the consultant when 
sent for in an emergency during the absence of the family physician. 

EC. 8.—The attending physician, at any time, may prescribe for 
the patient; not so the .consultant, when alone, except in a case of 
emergency or when called from a considerable distance. In the first 
instance the consultant should do what is needed, and in the second 
should do no more than make an examination of the patient and 
leave a written opinion, under seal, to be delivered to the attending 

hysician. 

” *SEC. 9.—All discussions in consultation should be held as confi- 
dential. Neither by words nor by manner should any of the partici- 
pants in a consultation assert or intimate that any part of the treat- 
ment pursued did not receive his assent. 

SEC. 10.—It may happen that two physicians cannot agree in their 
views of the nature of a case and of the treatment to be pursued. In 
the event of such disagreement a third physician should, if practicable, 
be called in. None but the rarest and most exceptional circumstances 
would justify the consultant in taking charge of the case. He should 
not do so merely on the solicitation of the patient or friends. 

SEC. 11.—A physician who is called in consultation should observe 
the most honorable and scrupulous regard for the character and stand- 
ing of the attending physician, whose conduct of the case should be 
justified, as far as can be, consistently with a conscientious regard 
for truth, and no hint or insinuation should be thrown out which could 
impair the confidence reposed in the attending physician. 


DUTIES OF PHYSICIANS IN CASES OF INTERFERENCE. 

SECTION 1.—Medicine being a liberal profession, those admitted 
to its ranks should found their expectations of practice especially on 
the character and the extent of their medical education. 

SEC. 2.—The’ physician in his intercourse with my patient under 
the care of another physician, should observe the strictest caution and 
reserve; should give no disingenuous hints relative to the nature and 
treatment of the patient’s disorder, nor should the course of conduct 
of the physician, directly or indirectly, tend to diminish the trust re- 
posed in the attending physician. 

SEC. 3.—The same circumstances should be observed when, from 
motives of business or friendship, a physician is prompted to visit 
a person who is under the direction of another physician. Indeed, 
such visits should be avoided, except under peculiar circumstances; 
and when they are made, no inquiries should be instituted relative 
to the nature of the disease, or the remedies employed, but the topics 
of a should be as foreign to the case as circumstances 
will admit. 

SEC. 4.—A physician ought not to take charge of, or prescribe for, 
a patient who has recently been under the care of another physician, 
in the same illness, except in case of a sudden emergency, or in con- 
sultation with the physician previously in: attendance, or when that 
physician has relinquisht the case or has been dismisst in due form. 

SEC. 5.—The physician acting in conformity with the preceding 
section should not make damaging insinuations regarding the prac- 
tice previously adopted, and, indeed, shovld justify it if consistent 
with truth and probity; for it often happens that patients become 
dissatisfied when they are not immediately relieved, and, as many 
diseases are naturally protracted, the seeming want of success, in 
the first stage of treatment, affords no evidence of a lack of profes- 
sional knowledge or skill. 

EC. 6.—When a physician is called to an urgent case, because the 
family attendant is not at hand, unless assistance in consultation is 
desired the former should resign the care of the patient immediately 
on the arrival of the family physician. 

SEC. 7.—it often happens, in cases of sudden illness, and of acci- 
dents and injuries, owing to the alarm and anxiety of friends, that 
several physicians are simultaneously summoned. Under these cir- 
cumstances, courtesy should assign the patient to the first who arrives 
and who, if necessary, may invoke the aid of some of those present. 
In such a case, however, the acting physician should request that the 
family physician be called, and should withdraw unless requested to 
continue in attendance. : 

EC. 8.—Whenever a physician is called to the patient of another 
physician during the enforced absence of that physician the case 
should be relinquisht on the return of the latter. 

SEC. 9.—A physician, while visiting a sick person in the country, 


may be askt to see another physician’s patient because of a sudden 
aggravation of the disease. On such an occasion the immediate needs 
of the patient should be attended to and the case relinquisht on the 
arrival of the attending physician. 

SEC. 10.—When a physician who has been engaged to attend an 
obstetric case is absent and another is sent for, delivery being accom- 
plisht during the vicarious attendance, the acting physician is entitled 
to the professional fee, but must resign the patient on the arrival of 
the physician first engaged. 


DIFFERENCES BETWEEN PHYSICIANS. 

SECTION 1.—Diversity of opinion and opposition of interest may, 
in the medical as in other professions, sometimes occasion controversy 
and even contention. Whenever such unfortunate cases occur and 
cannot be immediately adjusted, they should be referred to the arbi- 
tration of a sufficient number of impartial physicians. 

SEC. 2.—A peculiar reserve must be maintained by physicians to- 
ward the public in regard to some professional questions, and as there 
exist many points in medical ethics and etiquette thru which the 
feelings of physicians may be painfully assailed in their intercourse, 
and which cannot be understood or appreciated by general society, 
neither the subject-matter of their differences nor the adjudication of 
the arbitrators should be made public. 


COMPENSATION. 


SECTION 1.—By the members of no profession are eleemosynary 
services more liberally dispenst than by the medical, but justice re- 
quires that some limits should be placed to their performance. Pov- 
erty, mutual professional obligation, and certain public duties should 
always be recognized as presenting valid claims for gratuitous ser- 
vices; but neither institutions endowed by the public or by the rich, 
or by societies for mutual benefit, for life insurance, or for analogous 
purposes, nor any profession or occupation, can be admitted to pos- 
sess such privilege. 

SEC. 2.—It cannot be justly expected of physicians to furnish cer- 
tificates of inability to serve on juries, or to perform militia duty; to 
testify to the state of health of persons wishing to insure their lives, 
obtain pensions, or the like, without due compensation. But to per- 
sons in indigent circumstances such services should always be cheer- 
fully and freely accorded. 

SEC. 3.—Some general rules should be adopted by the physicians 
in every town or district relative to the minimum pecuniary acknowl- 
edgment from their patients; and it should be deemed a point of honor 
to adhere to these rules with as much uniformity as varying circum- 
stances will admit. 

EC. 4.—It is derogatory to professional character for physicians 
to pay or offer to pay commissions to any person whatsoever who 
may recommend to them patients requiring general or special treat- 
ment or surgical operations. It is equally derogatory to professional 
character for physicians to solicit or to receive such commissions. 


DUTIES OF THE PROFESSION TO THE PUBLIC. 

SECTION 1.—As good citizens it is the duty of physicians to be 
very vigilant for the welfare of the community, and to bear their 
part in sustaining its laws, institutions and burdens; especially should 
they be ready to co-operate with the proper authorities in the admin- 
istration and the observance of sanitary laws and regulations, and 
they should also be ever ready to give counsel to the public in rela- 
tion to subjects especially appertaining to their profession, as on ques- 
tions of sanitary police, public hygiene and legal medicine. 

SEC. 2.—It is the province of physicians to enlighten the public 
in regard to quarantine regulations; to the location, arrangement, and 
dietaries of hospitals, asylums, schools, prisons and similar institu- 
tions; in regard to measures for the prevention of epidemic and con- 
tagious diseases; and when pestilence prevails, it is their duty to face 
the danger, and to continue their labors for the alleviation of the suf- 
fering people, even at the risk of their own lives. 

SEC. 3.—Physicians, when called on by legally constituted authori- 
ties, should always be ready to enlighten inquests and courts of jus- 
tice on subjects strictly medical, such as involve questions relating to 
sanity, legitimacy, murder by poison or other violent means, and va- 
rious other subjects embraced in the science of medical jurisprudence. 
It = but just, however, for them to expect due compensation for their 
services. 

SEC. 4.—It is the duty of physicians, who are frequent witnesses 
of the great wrongs committed by charlatans, and of the injury to 
health and even destruction of life caused by the use of their treat- 
ment, to enlighten the public on these subjects, and to make known 
the injuries sustained by the unwary from the devices and preten- 
sions of artful impostors. 

EC. 5.—It is the duty of physicians to recognize and by legitimate 
patronage to promote the profession of pharmacy, on the skill and 
proficiency of which repends the reliability of remedies, but any 
pharmacist who, altho educated in his own profession, is not a quali- 
fied physician, and who assumes to prescribe for the sick, ought not 
to receive such countenance and support. Any druggist or pharma- 
cist who dispenses deteriorated or sophisticated drugs or who substi- 
tutes one remedy for another designated in a prescription, ought there- 
by to forfeit the recognition and influence of physicians. 


AMERICAN MEDICAL EDITORS’ MEETING. 

The American Medical Editors’ Association held a very inter- 
esting meeting at New Orleans the day before the American 
Medical Association convened, with a most enjoyable banquet at 
Antoine’s in the evening. Too much credit cannot be given Dr. 
Winslow Anderson, of San Francisco, the retiring president, for 
the success of both. Dr. C. E. de Sajous, of Philadelphia, was 
elected president for 1904. A peculiar feature was the absence 
of any representative of the Journal of the American Medical 
Association. Dr. Simmons, the editor, was in town and should 
have made an appearance at the banquet, at least, for a few 
moments. Great as the Association Journal is, it cannot afford 
to ignore its fellow-workers in the field of medical journalism. 
There seems to be an impression that the Journal is encouraging 


the establishment of State medical journals—official organs of 
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the “state branches” of the A. M. A., with the ultimate object 
of having practically no other medical publications in the United 
States besides the great journal of the National Association and 
the lesser publications of the state societies. If this be the plan, 
the sooner it is abandoned the better for the projectors and the 
profession at large. Doctors may stand the “House of Dele- 
gates” plan, for a time, in the management of the Association; 
but they will not submit to the exclusive publication idea. Last 
of all, the Association cannot afford to have the medical journals 
of the country combined against it. 


BOOK NOTES. 


RIEGEL’S DISEASES OF THE STOMACH. 


Diseases of the Stomach. By Dr. F. Riegel, of Giessen. 
Edited, with additions, by Charles G. Stockton, M. D., Professor 
of Medicine in the University of Buffalo. Handsome octavo vol- 
ume of 835 pages, illustrated, including 6 full-page plates. Phil- 
adelphia, New York, London: W. B. Saunders & Co., 1903. Cloth, 
$5 net. Half Morocco, $6 net. This volume, like the others of 
this excellent practice, is thoro and complete. The importance 
of examining the stomach-contents in diagnosis, and the various 
methods of obtaining the contents and performing the examina- 
tion, are discusst with the accuracy and clearness that spring 
from wide experience. Full consideration is given to the hydro- 
chloric acid question as a factor in the pathology of stomach 
diseases, the latest views having been incorporated by the editor. 
Particular attention has been accorded disturbances of motility, 
and their influence in the disturbances of secretion. It is evident 
that careful study has been devoted to the subject of impair- 
ment of the absorptive powers, and the significance of gas-fer- 
mentation has been emphasized. The eminent editor, a recog- 
nized authority on diseases of the stomach, has added to the al- 
ready excellent German text his own extensive experience, bring- 
ing the work in accord with our present knowledge. For scien- 
tific excellence and completeness, as well as for mechanical per- 
fection, this work stands unrivalled, 


AMERICAN EDITION OF NOTHNAGEL’S PRACTICE. 


Diseases of the Pancreas, Diseases of the Suprarenal Cap- 
sules, and Diseases of the Liver. By Dr. L. Oscar, of Vienna; 
Dr. E. Neusser, of Vienna; and Drs. Quincke and C. Hoppe- 
Seyler, of Kiel. The entire volume edited, with additions, by 
Frederick A. Packard, M. D., late Physician to the Pennsylvania 
and to the Children’s Hospitals, Philadelphia; and Reginald H. 
Fitz, M. D., Hersey Professor of the Theory and Practice of 
Physic, Harvard University Medical School, Boston. Handsome 
octavo of 918 pages, illustrated. Philadelphia, New York, Lon- 
don: W. B. Saunders & Co., 1903. Cloth, $5 net; half Morocco, 
$6 net. This book combines in one volume the sum of our knowl- 
edge concerning diseases of the pancreas, the suprarenal capsules 
and the liver. Any contribution on these subjects is of great 
interest to the profession, and these monographs, proceeding 
from such distinguisht investigators, will be found of unusual 
importance. In the sections on the pancreas and the suprarenals, 
the numerous experiments upon animals cited will be of the 
greatest value to thé pathologist, the clinician, and the patho- 
logic anatomist, affording an insight into the more deep-seated 
processes, and offering an opportunity of comparing the dis- 
turbances of function produced by morbid conditions experiment- 
ally induced, with bedside and autopsy observations. In editing 
these sections the editor has availed himself of the writings of 
Korte and Mayo Robson, especially the latter’s important treatise 
on the etiology and treatment of chronic pancreatitis. An edi- 
torial addition to the section on the suprarenal capsules which 
seems especially noteworthy, is the investigations and discoveries 
on the active principles and therapeutic properties of suprarenal 
extract. The excellent article on the liver is as thoro and as 
complete as those on the pancreas and suprarenals. Dr, Pack- 
ard’s careful clinical work, and his interest in the diseases of the 
liver, mark him as the most suitable person to edit this article. 
A survey of this work shows numerous critical additions, em- 
bodying the very latest contributions, besides expressions of his 
own views regarding subjects under discussion. He has devoted 
special care to diagnosis and treatment, including the surgical 
procedures that have recently found their place in this field. 
With these numerous editorial additions the articles are brought 
fully up to date, and have no equal in our language. 


GRIFFITH’S “CARE OF THE BABY.” 


The Care of the Baby. A Manual for Mothers and Nurses, 
containing Practical Directions for the Management of Infancy 
and Childhood in Health and in Disease. By J. P. Crozer Crif- 
fith, M. D., Clinical Professor of Diseases of Children in the 
Hospital of the University of Pennsylvania; Physician to the 
Children’s Hospital, Philadelphia. Third Edition, Thoroly Re- 
vised. Handsome 12 mo. volume of 436 pages, fully illustrated. 
Philadelphia, New York, London: W. B. Saunders & Co., 1903. 
Cloth, $1.50 net. Dr. Griffith's manual on the “Care of the 
Baby” is without question the best work on the subject in the 
English language. The fact of a third edition being called for 
within such a short time, is sufficient evidence of its popularity. 
In preparing this edition every part of the book has been care- 
fully revised and brought fully in accord with. the latest ad- 
vances in the subject. Several new recipes have been included 
in the appendix, making this excellent part of the work even 
more complete than before. A large number of new illustrations 
have been added, greatly increasing the value of the book to 
mothers and nurses. As mentioned above, of the many works 
on this important subject, this is best distinguisht by soundness 
of advice, conciseness of expression, and clearness of style. 
Phyicians can not perform a better service for their patients 
than the recommending of this excellent work to every mother. 


TUBERCULOSIS. 


Tuberculosis: Recast from Lectures Delivered at Rush 
Medical College, in affiliation with the University of Chicago. 
By Norman Bridge, A. M., M. D., Emeritus Professor of Medi- 
cine in Rush Medical College; Member of the Association of 
American Physicians. Handsome 12 mo. volume of 302 pages, 
illustrated. Philadelphia, New York, London: W. B. Saunders 
& Co., 1903. Cloth, $1.50 net. In this excellent work the prac- 
tical side of the care and management of those sick with the 
various non-surgical forms of tuberculosis has been concisely 
stated. Full consideration has been given to prophylaxis—an all- 
important phase of the subject that has heretofore been much 
neglected. There are also chapters upon the bacillus of tubercu- 
losis; on the pathology, etiology, symptoms, physical signs, diag- 
nosis, and prognosis of the disease, each treated in the judicious 
and thoro manner to be expected in a work by such a well-known 
authority as Dr. Bridge. Treatment is accorded unusual space, 
these being chapters upon hygienic treatment, management of 
the diseased lung, climatic treatment, medicinal and local treat- 
ments, special treatments, besides a chapter devoted to the sub- 
ject of sanatoria. Altogether the work is a most valuable one, 
and is recommended to practitioners as the latest and best work 
of its pretensions that has been yet publisht. 


CHAPMAN’S MEDICAL JURISPRUDENCE, INSANITY AND TOXICOLOGY. 


Medical Jurisprudence, Insanity, and Toxicology. By Henry 
C. Chapman, M. D., Professor of Institutes of Medicine and 
Medical Jurisprudence in the Jefferson Medical College, Phila- 
delphia. Third Edition, thoroly Revised, Greatly Enlarged, and 
Entirely Reset. Handsome 12 mo. volume of 329 pages, fully 
illustrated, including four colored plates. Philadelphia, New 
York, London: W. B. Saunders & Co., 1903. Cloth, $1.75 net. 
This work is based on the author’s practical experience as coron- 
er’s physician of the city of Philadelphia for a period of six 
years. Dr. Chapman’s book, therefore, is of unusual value to the 
medical and legal professions, presenting, as it does, the informa- 
tion gained from active participation in medico-legal cases. This 
third edition, enlarged by the addition of new matter to the ex- 
tent of seventy-five pages, has been entirely reset, and it is evi- 
dent that in its preparation every page has undergone a careful 
scrutiny, so as to include the very latest advances in this im- 
portant branch of medical science. Much of the matter has been 
rearranged, the text has been more fully illuminated by addi- 
tional references to cases, and a number of new figures and 
tables have been added. In reviewing this excellent work it is 
found to cover the field completely and thoroly, nothing of prac- 
tical importance to the physician or lawyer having been omitted, 
so there is no doubt that the work will meet with as great favor 
as the previous edition—a popularity which it certainly deserves. 


PRACTICAL POINTS IN NURSING. 

Practical Points in Nursing. For Nurses in Private Prac- 
tice. With an Appendix containing Rules for Feeding the Sick; 
Recipes for Invalid Food and Beverages; Weights and Measures; 
Dose List; and a full Glossary of Medical Terms and Nursing 


| 
| 
| 
1; 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 


194 


AMERICAN JOURNAL OF SURGERY AND GYNECOLOGY. 


Treatment. By Emily A. M. Stoney, late Superintendent of the 
Training School for Nurses, Carney Hospital, South Boston, 
Mass. Third Edition, Thoroly Revised. Handsome 12 mo, 458 
pages, fully illustrated, including 8 colored and half-tone plates. 
Philadelphia, New York, London: W. B. Saunders & Co., 1903. 
Cloth $1.75 net. The continued and increasing popularity of this 
little volume has placed the publishers under the obligations of 
issuing a third edition, thoroly revised so as to place it abreast 
of the times, as well as reflecting the latest advances in the pro- 
gressive profession of nursing. The revision has been extensive, 
every page showing evidences of careful scrutiny. Considerable 
portions of the work have been either amended, modified, or 
amplified in accordance with the progressive spirit of medicine 
and its indispensible handmaid, nursing. The sections treating 
of certain diseases, especially the infectious diseases, as well as 
the treatment of the common poisonings, have been in large 
part recast and rewritten. By the extensive revision the useful- 
ness of the book has been greatly extended and its trustworthi- 
ness enhanced. There is no doubt that the work in its revised 
form, will maintain the popularity justly won by the earlier edi- 
tion, 


PETERSON & HAINES’S TEXT-BOOK OF LEGAL MEDICINE AND 
TOXICOLOGY. 

A Text-Book of Legal Medicine and Toxicology. Edited by 
Frederick Peterson, M. D., Chief of Clinic, Nervous Department 
of the College of Physicians and Surgeons, New York; and Wal- 
ter S. Haines, M. D., Professor of Chemistry, Pharmacy and 
Toxicology, Rush Medical College, in affiliation with the Univer- 
sity of Chicago. Two imperial octavo volumes of about 750 
pages each, fully illustrated. Philadelphia, New York, London: 
W. B. Saunders & Co., 1903. Per volume: Cloth, $5 net; Sheep 
or half Morocco, $6 net. This work presents to the medical and 
legal professions a comprehensive survey of forensic medicine 
and toxicology in moderate compass. For convenience of refer- 
ence the treatise has been divided into two sections, Part I and 
Part II, the latter being devoted to Toxicology and all other 
portions of legal medicine in which laboratory investigation is 
an essential feature. Under “Expert Evidence” not only is ad- 
vice given to medical experts, but suggestions are also made to 
attorneys as to the best methods of obtaining the desired informa- 
tion from the witness. The Bertillon and Greenleaf-Smart sys- 
tems of identification are concisely and intelligently described, 
and the advantages of each stated. An interesting and impor- 
tant chapter is that on “The Destruction and Attempted Destruc- 
tion of the Human Body by Fire and Chemicals; for on the de- 
termination of the human or animal source of the remains fre- 
quently depends the legal conduct of a given case, and the guilt 
or innocence of the accused. A chapter not usually found in 
works on legal medicine, tho of far more than passing signifi- 
cance to both the medical expert and the attorney, is that on the 
medico-legal relations of the X-rays. The responsibility of phar- 
macists in the compounding of prescriptions, in the selling of 
poisons, in substituting drugs other than those prescribed, etc., 
furnishes a chapter of the greatest interest to everyone concerned 
with questions of medical jurisprudence. Also included in the 
work is the enumeration of the laws of the various states relat- 
ing to the commitment and retention of the insane. In fact, the 
entire work is overflowing with matters of the utmost impor- 
tance, and expresses clearly, concisely, and accurately the very 
latest opinions on all branches of forensic medicine and toxi- 
cology. 


WICHITA MEDICAL JOURNAL. 


Undeterred by the unhappy fate of its predecessors tn Kan- 
sas, the Wichita Medical Journal makes its appearance with good 
contents and a green cover. It is edited by Dr. G. K. Purves, 
and Dr. W. H. Graves is business manager. It is neatly printed, 
and appears to be having a prosperous early career. May it never 
grow—less! 


TYSON’S EXAMINATION OF URINE, 


A new edition (the 10th) of this standard work has just been 
issued of P. Blakiston’s Son & Co., of Philadelphia—300 pages, 
cloth, $1.50 (A Guide to the Practical Examination of the Urine: 
by James Tyson, M.D., Professor of Medicine in the University 
of Pennsylvania). The fact that more than 25,000 copies of this 
book have been sold speaks warmer praise than any words of 
reviewers. This large sale has been, too, the result of inherent 
merit—not of canvassing and extensive advertising. In this edi- 
tion a considerable amount of new matter has been introduced, 
making the work thoroly modern in every particular. It is unex- 


celled for students and practitioners who desire a concise, clear, 
reliable guide for this important part of diagnostic work. 


“PRACTICAL MEDICINE.” 

The September volume of “Practical Medicine Series” is 
devoted to Skin and Venereal Diseases under the editorship of Dr. 
W. L. Baum, Professor of Dermatology and Venereal Diseases in 
the Chicago Policlinic; and to Nervous and Mental Diseases under 
the editorship of Dr. Hugh T. Patrick, Clinical Professor of Ner- 
yous Diseases in the Medical Department of Northwestern Uni- 
versity. It is publisht by the Year-Book Publishers, 40 Dearborn 
St., Chicago, and sells for $1.25 in cloth. (Price of series of 10 
volumes, each year, $7.50.) It is of the same satisfactory sort as 
its predecessors of the same series. 


A MEDICAL INDEX. 


The New York Medical Critic announces that each subscriber 
to that journal will receive a free copy of the Medical Index this 
month (March, 1903). The volume will contain names, place and 
date of publication, price, circulation and names of editor and 
publishers of over 600 of the principal medical publications in 
this country and abroad, and also the titles and authors of each 
article publisht during the year 1902, arranged according to sub- 
jects and alphabetically. When it is noted that the list is com- 
plete up to January, 1903, it should prove especially valuable in 
bridging over the period which has elapst since the Index Medi- 
cus wag discontinued. Considering the expenditure of time and 
money in the preparation of this volume, and the liberality of 
the publishers in presenting it free to the profession, the enter- 
prise marks a new era in medical journalism and merits appre- 
ciation and success. 


NEW BOOKS. 


Early publication of the following books is announced by 
W. B. Saunders & Co.,-of Philadelphia: “The Vermiform Ap- 
pendix and Its Diseases.” By Howard A. Kelly, M. D., Pro- 
fessor of Gynecology, Johns-Hopkins University, Baltimore; and 
E. Hurdon, M. D., Assistant in Gynecology, John Hopkins Uni- 
versity, Baltimore.—“‘Myomata of the Uterus.” By Howard A. 
Kelly, M. D., Professor of Gynecology, Johns Hopkins University, 
Baltimore.—‘A Text-Book of Legal Medicine and Toxicology.” 
Edited by Frederick Peterson, M. D., Chief of Clinic, Department 
of Neurology, College of Physicians and Surgeons of New York 
City.—“‘The Practical Application of the Roentgen Rays in Thera- 
macy and Toxicology, Rush Medical College, in affiliation with 
the University of Chicago.—‘A Text-Book of Operative Surgery.” 
By Warren Stone Bickham, M. D., Assistat Instructor in Opera- 
tive Surgery, College of Physicians and Surgeons, New York 
City.—“The Practical Application of the Rontgen Rays in Thera- 
peutics and Diagnosis.” By William Allen Pusey, M. D., Pro- 
fessor of Dermatology, College of Physicians and Surgeons, Chi- 
cago; and Eugene W.Caldwell, B. S.,Director of the Edward N 
Gibbs Memorial X-ray Laboratory, and University and Bellevue 
Hospital Medical College, New York City.—“Tuberculosis.” By 
Norman Bridge, M. D., of Los Angeles, Emeritus Professor of 
Medicine, Rush Medical College, in affiliation with the University 
of Chicago.—“‘A Text-Book of Obstetrics.” By J. Clarence Web- 
ster, M. D., F. R. C. P. (Edin.), Professor of Obstetrics and Gy- 
necology, Rush Medical College, in affiliation with the University 
of Chicago.—‘A Text-Book of Diseases of Women.” By Barton 
Cooke Hirst, M. D., Professor of Obstetrics, University of Penn- 
sylvania, Gynecologist to the Howard, the Orthopedic, and the 
Philadelphia Hospitals—‘A Text-Book of Pathology.” By Jo- 
seph McFarland, M. D., Professor of Patnology and Bacteriology, 
Medico-Chirurgical College, Philadelphia.—“The Blood in its Clin- 
ical and Pathologic Relations.” By Alfred Stengel, M. D., Pro- 
fessor of Clinical Medicine, University of Pennsylvania; and C. 
Y. White, Jr., M. D., Instructor in Clinical Medicine, University 
of Pennsylvania.—‘A Thesaurus of Medical Words and Phrases.” 
By Wilfred M. Barton, M. D., Assistant to Professor of Materia 
Medica and Therapeutics and Lecturer on Pharmacy, George- 
town University, Washington, D. C.; and Walter A. Wells, M. 
D., Demonstrator of Laryngology and Rhinology, Georgetown 
University, Washington, D. C. 


COMPEND OF PHYSIOLOGY, 


P. Blakiston’s Son & Co., of Philadelphia, have just issued 
the 11th edition of their “Compend of Physiology,” by Albert P. 
Brubaker, A.M., M.D., Adjunct Professor of Physiology in Jef- 
ferson Medical College. It is designed to meet the requirements 
of medical students especially, but is of use to practitioners who 
desire to “read up” quickly. The price is 80 cents. 
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